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Abstract approved:
 
The first purpose of this study was to determine if the
 
effects of experiencing an assertiveness treatment group
 
influenced the perceived attitudes toward sex roles in
 
alcoholic women in aftercare.  It was exioected that
 
alcoholic women in aftercare who had received an
 
assertiveness group intervention, with an  emphasis on
 
awareness building,  practice of assertiveness verbal
 
respones, and sex-role exploration, would demonstrate lower
 
masculinity scores on the BEM pre and post test  (Bern,  19$1)
 
than a control group who had received usual treatment.
 
The second purpose of this study was to determine among
 
demographic variables and alcoholic women in aftercare, if
 
there was a difference on the BEM pre and post  test scores,
 
The following
 among experimental and control groups.
 
demographic variables were assessed:  age, religiosity,
 
ethnic background, income level, marital status,  employment
 
history, and length of treatment.
 
There was a total of 59 women who participated in the
 
study, ten of whom dropped out.  The study was conducted
 
Redacted for Privacyacross five treatment centers in Oregon. The study settings
 
were all alcohol treatment centers which included aftercare
 
components for women.  The instrument utilized for the study
 
was the BEM Sex Role Inventory developed by Sandra Bem in
 
1981. There was one experimental group which received three
 
assertiveness sessions, and one control group which received
 
three standard aftercare treatment sessions, in place of
 
usual treatment.  This process was repeated five times among
 
29 experimental and 27 control subjects.  The treatment
 
consisted of three one hour sessions which addressed three
 
aspects of assertiveness.
 
Data indicated that there was strong evidence that the
 
attitude change reflected in the masculine score showed
 
significantly more assertiveness for the experimental group
 
than the attitude change reflected in the masculine score or
 
the control group.  There was no significant evidence of
 
difference for the total, feminine, and demographic scores.
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 SEX ROLE ATTITUDES AMONG FEMALE ALCOHOLICS: CHANGES DUE
 
TO AN ASSERTIVENESS GROUP INTERVENTION.
 
1. INTRODUCTION
 
Statement of the Problem
 
Alcoholism has been steadily on the rise since the
 
1950s (Gomberg, 1993).  It is estimated that female
 
alcoholics now make up at least 6% of the general
 
population, with the majority of these women not being in
 
treatment (Yandow, 1989).  Yet even with this increase, the
 
study of female alcoholism was nearly non-existent until the
 
last decade.  Treatment for women has been offered based on
 
a male model that has not recognized the special needs of
 
women (Kress, 1989).  Some professionals believe that part
 
of the reason alcoholic women do not often seek treatment is
 
due to societal stigmas that keep them in hiding or denial
 
(Blume, 1990;  Wilsnack, 1991).  Alcoholics Anonymous (AA),
 
reports only 30% of its membership as female (Yandow, 1989),
 
while only 22% of all alcohol inpatients are female
 
(Department of Health and Human Services,1983).
 
Alcoholic women often reflect traditional sex roles and
 
are more non-assertive than assertive (Kroft & Leichner,
 
1987).  Assertiveness has been defined in a variety of ways
 
(Alberti & Emmons, 1974; Osborn & Harris, 1975; Wolpe,
 
1968).  Wolpe (1968) stated that assertiveness is an outward
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expression of most feelings, with the exception of anxiety,
 
while Alberti and Emmons (1974) described it as  standing up
 
for one's rights without putting another's rights down.
 
Bakker-Rabdau (1973) suggested that assertiveness can be
 
described as holding on to one's territory and maintaining
 
control over its boundaries.
 
Assertive behavior has typically been thought of as
 
masculine, reflecting words such as competence,
 
independence, and assertiveness (Bem, 1982).  Lohr and Nix
 
(1982) found that masculine gender role traits are highly
 
correlated with assertiveness. whereas feminine traits are
 
not.
 
Some professionals described non-assertive behavior in
 
terms of codependency which is defined as a collection of
 
beliefs and behaviors that form ingrained patterns and
 
create painful environments and dependent attachments
 
(Beattie, 1987; Schaef, 1986).  Some professionals suggested
 
that codependency reflects a dysfunctional family system
 
where the rules are distorted, controlling,  inconsistent,
 
and manipulative (Subby & Friel, 1984).  At least two
 
professionals acknowledged the seriousness of codependent
 
behavior in alcoholic women, but rejected referring to it as
 
a disease (Katz & Liu,  1991).  Rather, it was suggested that
 
codependent behavior be viewed as behavior separate  from
 
oneself.  Other researchers echoed these concerns,  stating
 
that mainstream codependency proponents promote the very
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societal stigmas and labels of passivity that keep women in
 
a victim role (Asher & Brissett, 1988).
 
The literature suggested there was a relationship
 
between female alcoholic's attitudes about their sex role
 
identity, and their ability to be assertive (Shelley, 1986).
 
Furthermore, this relationship is influenced by societal
 
stigmas and stereotypes about female drinking that often
 
propel women into shame and hiding.  Shame and guilt are
 
commonly experienced by alcoholic women, and some
 
professionals believed that these two feelings may be key
 
predictors of alcohol dependence (Cook, 1987;  Kurtz, 1981).
 
Shame was identified by two professionals as one of the
 
results of societal stigma and social pressure (Potter &
 
Efron, 1987).  Gomberg (1988) suggested that shame occurs in
 
women when they experience feelings of failure  concerning
 
the caregiving role.  Gomberg also suggested these feelings
 
can then lead women to drink in order to dull the feelings
 
of shame.
 
Litman (1986) suggested, 10 years ago, that stigmas are
 
not only reflected in low treatment rates, but can be seen
 
among social and family networks.  This phenomena was
 
reflected in Gomberg's (1988) work, where she found that 96%
 
of women in one study felt that male intoxication was viewed
 
more positively than female intoxication.  In addition, when
 
the participants were asked their own opinion regarding
 
which intoxicated sex was more disgusting, 51% of the
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alcoholic women agreed that a female was more disgusting
 
(Gomberg, 1988).
 
The literature reflected a bias toward female drinkers
 
(George, 1988; Gomberg, 1988; Richardson & Campbell, 1982;
 
Wilsnack, 1980) when addressing societal stereotypes toward
 
alcohol dependent women.  One study investigated the
 
stereotype that women drinkers become more promiscuous when
 
consuming alcohol (Wilsnack, 1980).  Wilsnack asked women if
 
they became less careful in their choice of a sexual partner
 
when drinking. It was found that only 896 of women who drank
 
answered yes.  On a secondary level, these same researchers
 
found 6096 of women stated that they had been sexually or
 
physically threatened while they were drinking.  Wilsnack
 
observed that these findings support the dangerous bias that
 
women who drink want physical or sexual contact.  Wilsnack
 
suggested that this stigma leads to a higher threat of
 
violence and rape toward women (1980).
 
Other research, also conducted in the late 1980's,
 
supported the existence of a strong stereotype toward
 
drinking women (Beckman, 1985; Turnbull, 1989; Yandow,
 
1985).  There is support for the idea that since alcoholic
 
women choose to stay in hiding due to the perceived
 
rejection from society and family, it is essential that
 
professionals address these stereotypes head on. They can do
 
this by acknowledging the special needs of alcoholic women
 
(Wilsnack, 1986), and recognizing ways professional bias can
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impair treatment (DeJona, Van Den Brink, & Jansen 1993).
 
Heightened awareness in these areas may encourage women to
 
feel safe and to receive treatment before they progress
 
deeper into their disease (Cloninger, 1977; Kirkpatrick,
 
1986; Wilsnack, 1986).
 
Some literature has acknowledged the differences
 
between male and female alcoholics.  Turnbull (1989)
 
suggested that the progressive view of alcoholism
 
acknowledges that alcoholism is different in its profile and
 
progression between men and women.  Mulford (1977) stated
 
that women develop alcoholism later than men, consume
 
smaller quantities of alcohol and develop the same degree of
 
impairment.  Mulford further believed that alcoholic women
 
have higher mortality rates, demonstrate a variable course,
 
and in general report more disruption in their lives than
 
male alcoholics.
 
Women are more likely to have an alcoholic lover or
 
mate than alcoholic men (Gomberg, 1988).  Beckman (1980) and
 
Zankowski (1987) stated that the majority of alcoholic women
 
show lower self esteem and anxiety than alcoholic men,
 
adding to the complexity of the female alcoholic path
 
(Cloninger, 1988).  Moise (1982) suggested that alcohol
 
treatment has been largely aimed at treating male alcoholics
 
because they represent the majority of clients.  This built
 
in treatment bias can be seen with the low representation of
 
female alcoholics in treatment and with the lack of
 6 
attention to specific women's issues.  Moise (1982)
 
supported this assertion by noting that child care is often
 
ignored, yet it is the number one reason for alcoholic women
 
leaving treatment.  Finally, Gomberg (1993) purported that
 
women responding to social stigma drink alone and at home
 
much more than male alcoholics.
 
Increasing the urgency of early intervention with
 
alcoholic women, are the health risks and physiological
 
differences that exist between male and female alcoholics.
 
For example, Blume (1989) reported that men have more water
 
per pound than women; therefore, women retain a higher blood
 
level of alcohol than men.  Physiological differences speed
 
up the negative physical effects that women experience,
 
heightening their medical risks (Longnecker, Orza, &
 
Chalners, 1988).  Longnecker et al suggested that medical
 
risks may include: cancer of the breast, cirrhosis,
 
violence, and fetal alcohol syndrome.
 
Female alcoholics experience a variety of challenges
 
regarding treatment and have unique issues facing them while
 
working on recovery.  One of the issues facing these women
 
is fear of feeling (Lacks & Leanard, 1986).  Alcoholic women
 
often attribute feeling to pain, and therefore, try to avoid
 
feeling any emotion at all, or they show extreme emotion.
 
Hafner (1981) suggested that often it is the avoidance of
 
painful feelings that leads to relapse as opposed to a
 
particular precipitating situation.
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Other issues that face female alcoholics include
 
problems of isolation (Gomberg, 1975), sexual dysfunction
 
(Pinhas, 1987), and sex role confusion (Deevey & Wall, 1992;
 
Renn & Calvert, 1993; Shore, 1985; Wilsnack, 1976).  About
 
twenty years ago, Wilsnack (1976) found that women were
 
often confused regarding drinking norms and felt in a double
 
bind due to societal stigma.  In a related and more recent
 
study, Parker and Harford (1992) found that women who
 
demonstrated traditional gender attitudes and roles
 
regarding household duties and child care drank larger
 
amounts of alcohol than comparison groups who were less
 
traditional.
 
Some literature has linked sex-roles with addictions.
 
Shelley (1986) found that exaggerated sex-role behavior and
 
attitudes link to high rates of alcoholism.  Despite common
 
images of "macho" males and "seductive" females, female
 
alcoholics saw themselves as primarly feminine and lacking
 
in assertiveness skills.  Furthermore, Shelley found low
 
numbers of androgynous and masculine scores among addicted
 
subjects, as tested by the BEM (1981) scale.  Echoing the
 
1986 research, Wilsnack and Benson (1993) suggested that
 
there is a link between sex-role conflict and addictive
 
behavior.  They stated that drinking creates a stress
 
reduction outlet regarding role conflict and that it may
 
reduce the pain of distortion regarding ideal and real sex-

role identity for alcoholics (Wilsnack & Benson, 1993).
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How alcoholic women view their sex-roles can influence
 
their ability to be assertive (Enns, 1992).  These attitudes
 
toward sex roles can be non-productive to their recovery and
 
personal growth (Kirsch, 1987).  In order to assist
 
alcoholic women with being more productive, some researchers
 
have sought to encourage a re-examination of sex-roles
 
through gender role analysis and assertiveness training
 
(Enns, 1992; Freeman, 1984).  Treatment groups not only
 
provide a place where women can receive recovery support,
 
but a place where they can also talk about specific women's
 
issues, such as stereotypes, child care issues, stigma and
 
sex-role confusion (Brodsky, 1976; Kaschak, 1981; Wolman,
 
1976) .
 
At least one researcher suggested that assertive speech
 
reflects a positive stereotype of masculine behavior and
 
that conversely, stereotypes of women often include
 
descriptive terms such as submissive, sneaky, tactful,
 
overly aware of others feelings, lacking self confidence,
 
and dependent (Muehlenhard, 1983).  Thus, when women try on
 
new behaviors that do not fit a female stereotype they
 
frequently experience resistance (Gervasio & Crawford,
 
1989). It is critical that therapists, when recommending or
 
teaching assertive behavior, tell their clients about the
 
possible social punishment they might receive by acting
 
assertively (Cowan & Koziej, 1979).
 
Due to the fact that some literature reflected that
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assertiveness behavior in women is not always well received,
 
assertiveness training should be approached with sensitivity
 
and caution (Enns, 1992).  One way of sensitively modifying
 
traditional assertiveness training is through gender role
 
analysis (Kaschak, 1981).  Gender role analysis is a way of
 
helping women to move some of the burden for presumed female
 
deficiencies to environmental and social pressures.
 
Consequently, group members do not focus on personal
 
deficits (Kaschak, 1981).  Some professionals have proposed
 
gender role analysis models (Brown, 1986; Rawlings, &
 
Carter, 1977; Steiner, 1974; Smith & Siegel, 1985), most of
 
which incorporate women's issues, provide clarification of
 
gender identity issues, and explore a continuum of current
 
strengths while adding other skills.  Although there are
 
many different styles of gender role analysis, many models
 
try to acknowledge the strengths that women have currently,
 
and use reframing skills as they encourage negotiated
 
behavior change (Brown, 1986; Johnson, 1976).
 
In answer to the problems of societal stigmas and poor
 
assertiveness skills for alcoholic women, some professionals
 
have supported the effectiveness of consciousness raising
 
groups mixed with assertiveness training (Enns, 1992;
 
Stere, 1985).  This combination attempts to address the cost
 
and benefit questions of change for women, and at the same
 
time address unique gender issues (Osborn & Harris, 1974).
 
Osborn and Harris outlined numerous techniques designed to
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1) create enhanced self awareness; 2) create physical 
contact and trust; 3) create awareness of sex role 
stereotypes and gender roles. 
Overall, alcoholic women have lower assertiveness
 
skills (Gomberg, 1993), sex-role confusion and strain (Kroft
 
Leichner, 1987), and demonstrate lower masculine scores
 
than the general population (Shelley, 1986).  This study
 
attempted to go one step further, and not only acknowledge
 
assertiveness and sex-role problems in alcoholic women, but
 
enhance their attitudes toward assertiveness.
 
Alcoholic women need assertiveness skills to help
 
assist with recovery and boundary setting, yet are sometimes
 
rejected from family and society for acting assertively
 
(Enns, 1992) and acting outside of gender stereotypes
 
(Gomberg, 1988).  Therefore, this study blended
 
consciousness raising and assertiveness group style as a
 
treatment model for inpatient alcoholic women. It was
 
expected that combining the two approaches would help combat
 
potential negative consequences for alcoholic women, build
 
on female strengths,  (Johnson, 1987), augment assertive
 
behavior (Enns, 1992), and create more awareness of sex role
 
attitudes (Shelley, 1986).
 
Assertiveness literature is expansive and covers
 
numerous aspects.  The above mentioned literature
 
highlighted segments that focused on women's issues, sex
 
role stereotypes, and the special needs among female
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alcoholics.
 
Purpose of the Study
 
The purpose of this study was to determine if the
 
effects of experiencing an assertiveness treatment group
 
influenced the perceived attitudes toward sex roles in
 
alcoholic women in aftercare.  It was expected that
 
alcoholic women in aftercare who had received an
 
assertiveness group intervention, with an emphasis on
 
awareness building, practice of assertiveness verbal
 
responses, and sex-role exploration, would demonstrate lower
 
masculinity scores on the BEM pre and post test (Bem, 1981)
 
than a control group who had received usual treatment. Bem
 
believes higher scores may be due to the fact that BEM
 
masculinity scoring reflects terms associated with more
 
assertive behavior.  Some of the masculine descriptions of
 
the BEM include:  aggressive, ambitious, assertive, defends
 
own beliefs, forceful, independent,  individualistic, makes
 
decisions easily, self-reliant, willing to take a stand,
 
willing to take risks, self-sufficient, and competitive
 
(Bem, 1981).
 
The hypothesized difference between the experimental
 
group and control group's masculinity scores was attributed
 
to the focused attention on assertiveness skill building and
 
sex role exploration exercises.  Finally, it was believed
 
that treating the assertiveness intervention as a group of
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skills that encompass awareness activities, assertiveness
 
verbal responses, and sex-role clarification, would result
 
in attitudes toward sex-role identity that reflect more
 
assertive attributes, as defined by BEM (Bem, 1981)
 
masculinity scores.
 
Objectives of the study
 
1. To determine whether attitudes about sex roles could
 
be changed among female alcoholics in aftercare, from a
 
traditional sex-role orientation, defined as a more feminine
 
BEM (Bem, 1981)  to a sex-role orientation that includes
 
non-traditional and assertiveness components, defined as a
 
more masculine BEM (Bem, 1981) rating.
 
2. To describe and apply a three session assertiveness
 
treatment intervention, designed to expose a group of
 
alcoholic women in aftercare to 1) assertiveness awareness
 
exercises, 2) verbal assertiveness responses, and 3)  sex-

role clarification.
 
The findings of this study may be of significance to
 
alcohol treatment providers if it can be found that a
 
modified assertiveness treatment group (Enns, 1992; Osborn &
 
Harris, 1975), shows an influence on recovering female
 
alcoholics toward their sex-role identity and view of
 
assertive behavior, as reflected by a more negative
 
masculine score on the BEM (Bem, 1981).  According to Bem
 
(1981), a lower masculinity score may demonstrate a female
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alcoholic's ability to protect her recovery and personal
 
boundaries, while being more aware of ways to communicate
 
directly and integrate current strengths.  Earlier studies
 
have addressed the relationship between sex role attitudes
 
and addictions, noting confusion and strain among alcoholic
 
women.  Shelley (1986) surveyed female alcoholics' attitudes
 
as compared to non alcoholic female attitudes (Gomberg,
 
1993), and acknowledged the need for modified assertiveness
 
training (Enns, 1992).  However, no research has sought to
 
study the possible relationship between sex roles in
 
alcoholic women (Shelley, 1986) and the influence of an
 
assertiveness treatment group on sex role attitudes. It was
 
believed that this study was a logical next step in
 
responding to the literature's call for further research
 
about alcoholic women, assertiveness treatment, and sex-role
 
identity.
 
Research Questions
 
This study asked the questions:
 
Research Question 1
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
(Bem, 1981) pre and post test total score than alcoholic
 
women in aftercare who receive usual treatment?
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Research Question 2
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
(Bem, 1981) pre and post test masculine score than alcoholic
 
women in aftercare who receive usual treatment?
 
Research Question 3
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
(Bem, 1981) pre and post test feminine score than alcoholic
 
women in aftercare who receive usual treatment?
 
Hypothesis
 
Alcoholic women in aftercare who have received an
 
assertiveness group treatment with an emphasis on awareness
 
building, practice of assertiveness verbal responses, and
 
sex-role exploration (experimental group) will demonstrate
 
more negative masculinity scores on the BEM (Bem, 1981) post
 
test than those who do not receive an assertiveness group
 
treatment (control group).
 
Research Question 4
 
Among age groups and alcoholic women in aftercare, will
 
there be a score difference on the BEM (Bem, 1981) pre and
 
post test between the experimental group who has received
 
assertiveness group treatment and the control group
 
receiving  usual treatment?
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Research Question 5
 
Among religious groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM (Dem,
 
1981) pre and post test between the experimental group who
 
has received assertiveness group treatment and the control
 
group who has received usual treatment?
 
Research Question 6
 
Among ethnic groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM (Bem, 1981) pre
 
and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research Question 7
 
Among income groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM (2em, 1981) pre
 
and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research Question 8
 
Among marital status and alcoholic women in aftercare,
 
will there be a score difference on the BEM ;Bern,  1981) pre
 
and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
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Research Question 9
 
Among employment groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM (Bern,
 
1981)  pre and post test between the experimental group who
 
has received assertiveness group treatment and the control
 
group who has received usual treatment?
 
Research Question 10
 
Among varied lengths of treatment and alcoholic women
 
in aftercare will there be a score difference on the BEM
 
(Bem, 1981)  pre and post test between the experimental
 
group who has received assertiveness group treatment, and
 
the control group who has received usual treatment?
 
Research Question 11
 
Among female alcoholics in aftercare who completed the
 
BEM (Bem, 1981) pre test and assertiveness treatment group
 
and those who only completed the pre test, is there a BEM
 
(Bem, 1981) score difference between the experimental group
 
and control group?
 
Research Question 12
 
Among female alcoholics in aftercare who dropped out of
 
the study, is there a BEM (Bem, 1981) score difference
 
between the control group drop outs and the experimental
 
group drop outs?
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Definition of Terms
 
1.  Alcoholism refers to what many professionals
 
describe as a disease state of dependency on ethanol, or the
 
drug of alcohol (Kettelhack, 1392).  As an alcoholic becomes
 
more addicted they often demonstrate symptoms of denial,
 
blackouts (memory losses), missed work, driving drunk
 
arrests, lost meals, hidden drinking, or drinking early in
 
the day, having family and work problems, and developing
 
physical illness.
 
2.  Assertiveness is an outward expression of most
 
feelings, and is viewed as open, friendly, and affectionate
 
(Wolpe, 1968).  It can also be defined as standing up for
 
one's rights without putting down the rights of another
 
(Alberti & Emmons, 1974), or as holding on to one's
 
territory and maintaining control over its boundaries
 
(Bakker-Rabdau, 1973).
 
3.  Consciousness-raising groups were developed in the
 
1960's and have sought to embrace women's issues, such as
 
stereotypes, stigmas, work, child care, sexuality,
 
dependency and addictions, interfacing women's issues with
 
political and societal pressures (Cherniss, 1972; Freeman,
 
1984; Kravetz, 1980).
 
4.  Sex-role refers to expected behavior as reflected
 
by a particular sex (Wilsnack, 1976).
 
5.  Women's assertiveness groups are an outgrowth of
 
consciousness-raising c,-rroups and the feminist movement.
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They have sought to help women develop the skills to stand
 
up for their rights, establish boundaries,  and assist in
 
problem solving (Kirsch, 1987).
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2. REVIEW OF THE LITERATURE
 
This chapter overviews literature in the following
 
areas: stigma and alcoholism, bias and expectations of
 
alcohol, media and workplace bias, sex-role development and
 
alcoholism, biases of professionals toward female
 
alcoholics, attitudes toward female alcoholcs:
 
alcoholics/non-alcoholics and age, codependency,  emotional
 
reactions of alcohol dependent women, health concerns, male
 
and female differences: social differences, physiological
 
differences, consciousness-raising and assertiveness groups:
 
history and definition, modes of  assertiveness groups:
 
combined approach, gender role analysis,  counseling
 
interventions in consciousness raising and assertiveness
 
groups: creating awarness exercises, initial physical
 
contact exercises, and sex-role stereotype exercises.
 
Background of the Problem
 
It is estimated that six to ten million adult women in
 
America have a serious drinking problem.  This figure makes
 
up roughly six percent of the population, with most of these
 
women not being in treatment (Yandow, 1989).
  Until
 
recently, the study of female alcoholism was nearly non­
existent.  What treatment has been offered has been largely
 
based on the male model that has not recognized the special
 
needs of women (Kress, 1989).
 Although there has not been a
 
notable increase in cases of female alcoholism in the last
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decade, the profile and make up of alcoholic women has
 
changed (Gomberg, 1993).
 
Younger women are drinking more than older women.  In
 
one study it was found that female  college students'
 
drinking rates had risen to 75% from the 1950s, whereas male
 
drinking frequency had risen only a few percentage points
 
(Fillmore, 1987).  These increases are reflected in higher
 
incidents of fatal car crashes, especially for women in
 
their early twenties (Popkin, 1989).  However, some
 
literature reflects that women continue to be under
 
represented in most alcohol treatment programs.  AA reports
 
only 30% of its membership as female (Yandow, 1989).  Other
 
literature suggested that although there has been a steady
 
increase over the last 10 years in women seeking
 
professional help for problems with alcohol, women still
 
tend to underuse treatment facilities (Litman, 1986).
 
Litman further argued that although there have been attempts
 
made in the literature to address the social sanctions and
 
stigmas aimed at alcoholic women, there are still many
 
unanswered questions and little research available.
 
Stiama and Alcoholism
 
Some research showed that social stigma toward
 
alcoholic women is one of the main reasons women choose to
 
hide their drinking (Gomberg, 1975).  Furthermore, women
 
hide their drinking much more frequently than men,  (Lester,
 
1982) .
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Often times it is very difficult to spot a woman
 
alcoholic due to the fact that she usually is middle class,
 
has a well integrated personality, and does fairly well
 
socially.  It is not unusual for years to go by where
 
friends and family ignore warning signs, allowing for the
 
progression of the disease to bring on serious medical
 
problems (Lester, 1982).
 
The literature has repeatedly noted the stigma problem
 
alcohol dependent women face which propels them into
 
isolation.  Some professionals suggested that the draw for
 
women to heavy drinking is really an attempt to ease  the
 
pain of unfulfilled goals, lack of identity, and self worth
 
(Gomberg, 1975; Lindbeck, 1972).  Linbeck (1972) believed
 
that alcohol at first offers the woman solutions to
 
problems, well before it becomes the primary problem.
 
One professional felt that the lack of scholarly
 
interest in female alcoholism reflects the cultural bias
 
that has promoted the belief that alcoholism is a male
 
problem (Turnbull, 1989).  Furthermore, there exists a long
 
history of disapproval toward women drinkers. Thus, even
 
with a more acceptable environment toward women's drinking,
 
the cases of female problem drinkers have shown no dramatic
 
increase over the last 19 years.  This lack of increase
 
gives some professionals reason to believe that constraints
 
are still keeping women in hiding and under the influence of
 
stigma (Gomberg, 1986).
 22 
One explanation for the stigma attached to women and
 
drinking, was offered by Knupfer (1964).  He believed that
 
stigma is as a result of impaired sensitivity to others and
 
sexual disinhibition, reflecting learned stereotypes and
 
influence of sexual attitude changes.
 
Society has long viewed female intoxication with
 
disgust in western society (Gomberg, 1988). Some research
 
reflected negative attitudes from women themselves toward
 
female intoxication.  In Gomberg's study, it was found that
 
96% of women believed that people viewed male drunkenness as
 
more acceptable than female drunkenness.  When asked their
 
own opinion regarding whether a female drunk was more
 
disgusting than a male drunk, 51% of the alcoholic women
 
agreed that a female was more disgusting.
 
Biased attitudes were also found in George's (1988)
 
study.  The researcher tested college students, using
 
videotapes and written descriptions of young adult dating
 
scenes. It was found that women who ordered an alcoholic
 
drink rather than a non alcoholic beverage, were judged as
 
more likely to engage in both foreplay and sexual
 
intercourse than men.  This view was even more evident if
 
the male paid for the drinks.  Interestingly, both male and
 
female students reflected the same views.
 
Although there is much evidence of bias toward female
 
drinkers in the literature,  (George, 1988; Gomberg, 1988;
 
Richardson & Campbell 1982; Wilsnack 1980), there is also
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research refuting the myths about what women do when they
 
drink.  A large national study completed during the 1980's
 
addressed the stereotype toward female drinkers which
 
implied that women become more promiscuous when drinking.
 
Wilsnack (1980) asked adult women if they became less
 
careful in their choice of a sexual partner when drinking.
 
It was found that only 8516 of women who used alcohol at all
 
answered yes, with little measurable difference between
 
light and heavy drinkers. Further, a secondary finding was
 
concluded. Sixty percent of women reported that they had
 
experienced another person who was drinking who became
 
sexually threatening toward them.  The author concluded that
 
there is an expectation by men that women become more
 
promiscuous when drinking. Finally, along with the stigmas
 
drinking women deal with, they also experience a higher
 
threat of violence, rape and other victimizations (Wilsnack
 
(1980) .
 
Richardson and Campbell (1982) found that college
 
students judged a rapist less responsible if he was
 
intoxicated, and the victim more to blame if she was
 
intoxicated.  Furthermore, a woman's character was
 
negatively judged if she was drunk, but not the male's
 
character.  At least one professional stated that recent
 
declarations of public personalities of alcohol abuse have
 
encouraged women to risk and talk more openly about problems
 
with alcohol (Yandow, 1989).  Biased beliefs and
 24 
expectations about women and alcohol can be seen in the
 
therapeutic and treatment arena as well (King & Lorenson,
 
1989).  Therapists themselves may harm more than help if
 
they have not examined and worked through their own biases
 
and educational deficits regarding women's issues.
 
Sexual Expectations of Alcohol
 
Some research suggests that their are sexual
 
expectations linked with female drinking.  In one national
 
study, 60% of women respondents reported that drinking
 
reduced sexual inhibitions. Sixty-two percent felt close to
 
the person they were drinking with and reported feeling more
 
open with people (Klassen & Wilsnack, 1986).  Klassen and
 
Wilsnack found that as women drank more, they reported more
 
pleasurable experiences with sexuality and intimacy.  They
 
concluded that the relationship between expectations of
 
decreased sexual inhibition, increased sexual pleasure and
 
the perception of closeness may be encouragers for heavier
 
drinking.
 
Wilsnack found in her national survey that only 22% of
 
women drinkers had reported ever becoming sexually forward
 
while drinking and only 8% reported less discretion in
 
initiating an indiscriminate sexual activity themselves.
 
Wilsnack established relationships between aspects of female
 
sexual experience, expectations about alcohol, degree of
 
traditional norm conformity, sexual adjustment problems, and
 
sexual violence or abuse (Wilsnack, 1991).  She suggested
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that therapists need to address the potential interactions
 
between these dynamics and recognize that the negative
 
influence of norms and sexual dysfunction can influence
 
relapse.
 
At least one researcher (Beckman, 1979) addressed
 
whether the stereotypes and cultural attitudes about women's
 
drinking are based in fact.  Subjects studied included 120
 
alcoholic men and women, and 118 non-alcoholic women
 
considered as normal controls, and 118 non-alcoholic women
 
in psychiatric treatment, also considered as treatment
 
controls.  Participants were asked questions regarding
 
sexual activity and alcohol.  It was found that 72% of
 
alcoholic women and 61% of treatment controls felt less
 
sexually inhibited when drinking.
 
Other research echoed the findings that indicate that
 
alcohol acts as a sexual stimulant (Klassen & Wilsnack,
 
1986).  This finding appeared to be more common among
 
alcoholic women than the non-alcoholic population.
 
Although research suggested that some alcoholic women
 
view alcohol as a sexual stimulant, physiological responses
 
are actually depressed (Wilson & Lawson, 1978).  In one
 
study, researchers measured changes in pulse pressure and
 
blood volume in vaginal blood vessels.  They concluded that
 
alcohol ingestion suppressed physiological sexual arousal in
 
women while responding to heterosexually oriented pictures.
 
In addition, it was found, the higher the alcohol dose, the
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more physiological depression occurred.
 
It appeared from the above literature, that society was
 
not the only institution affected by norms and expectancies
 
regarding alcohol (Harvey & Beckman, 1986).  Rather, women
 
themselves demonstrate beliefs about the influence of
 
alcohol that are in general, opposite to what can
 
physiologically occur.
 
Turnbull (1989) suggested that this public and
 
professional bias toward women drinkers and failure to
 
recognize the problem has led to several severe, social
 
problems.  These include father daughter incest, fetal
 
alcohol syndrome, alcohol related abuse and neglect, and
 
poor modeling for children.
 
Media and Workplace Bias
 
The evidence of bias can be seen in the media which
 
reflects the societal bias regarding gender roles in women.
 
In one study (Renn & Calvert, 1993), eighty middle class
 
undergraduate students were asked to view a television
 
program that covered two plots.  One reflected a traditional
 
gender stereotype and the other a counter stereotype.  Three
 
weeks later the students were asked to recall questions
 
reflecting either a stereotypical or counter stereotypical
 
response.  The researchers also examined masculinity and
 
femininity scores.  The authors suspected that 1) gender
 
aschematic participants would demonstrate better recall of
 
counterstereotypical information than gender  schematic
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participants, and 2) gender  schematic individuals would
 
show better recall of stereotypically gender  typed
 
information than would gender  aschematic individuals.
 
They used the BEM Sex Role Inventory (Bem, 1981) as their
 
instrument to measure masculine and feminine personality
 
traits.
 
Renn and Calvert (1993) found, as predicted, that
 
gender-aschematic participants recalled more counter
 
stereotypical information than did the participants who were
 
gender-schematic. This supports the findings of Halverson
 
and Martin (1983) who found that the more androgynous the
 
adult was, the more accurate their memory was of
 
counterstereotypical information. This was believed in part
 
because androgynous adults may riot have had the need to
 
encode, organize or distort gender information.  Gender
 
schemas have been found to affect gender recall of
 
information, According to Renn and Calvert (1993) what an
 
individual brings to a viewing situation is more important
 
than what they really view.  Drinking norms and biased
 
views can be seen in many environments.  One such arena is
 
the business environment where women's drinking norms are
 
not always clear or equitable (Shore, 1985).  In one study,
 
Shore (1985) examined norms existing in the work
 
environment.  She measured these norms by presenting various
 
drinking situations that related to participants work
 
environments.  Shore then sought reactions from business
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professionals to these situations.  Shore suggested that
 
research in this area was important due to the number of
 
women entering the work force and the documented confusion
 
that exists regarding norms and female intoxication.
 
Shore's findings concluded that the responses of working
 
professionals toward certain levels of drinking were related
 
to the norms they held.  Both male and female participants
 
acknowledged that drinking to the point of intoxication was
 
negative.  Both also disapproved of male solitary drinking
 
after work for the purpose of unwinding.  These two norms
 
were clear; however, ambivalence and confusion were also
 
reported regarding many more moderate drinking behaviors of
 
women.
 
Although Shore (1985) found women were not viewed
 
negatively for drinking moderately, the participants of her
 
study tended to endorse neutral positions.  Abstinence was
 
less supported for women than formen and thought to
 
encourage personal rewards.  Furthermore, Shore stated that
 
the presence of such neutral and unclear norms increased
 
women's risk for alcoholism, and the presence of such
 
neutrality in working society may reflect a wariness from
 
respondents to approach sensitive women's issues.  Finally,
 
she suggested that it is important to establish clear and
 
equitable drinking norms for women because women are not
 
provided with guidelines as to social rules for drinking.
 
She called on the professional community to address the gray
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zone of alcohol intake for women.
 
Wilsnack noted as early as 1976 that with the increase
 
of women in the work force women's drinking rates have
 
increased.  Some research (Parker & Harford, 1992) has
 
sought to analyze the relationship between gender roles,
 
attitudes and the work force.
 
In one large study (Parker & Harford, 1992) 12,069
 
adults across the United States and 1,367 employed men and
 
women in the city of Detroit were surveyed.  Parker and
 
Harford found that women operating from non traditional
 
gender role attitudes regarding household responsibilities
 
and child care, used greater amounts of alcohol.  However,
 
they found among the employed, traditional women and non
 
traditional men consumed greater amounts of alcohol.  The
 
researchers believed that the men and women who feel the
 
pressure of greater obligations at home and at work drink
 
more due to competition and pressures.
 
In 1976, Mason, Czajka, and Arber suggested that
 
increases in employment for women may have direct impact on
 
increases in drinking rates, where more opportunities are
 
offered to use greater amounts of alcohol.  Some
 
contemporary researchers believed that traditional women who
 
drink heavily to deal with work and family pressure,  (Parker
 
& Harford, 1992) reflect role confusion and turmoil which
 
link to more liberal changes in society and on-going
 
normlessness (Shore, 1985).
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Thus far, literature has been explored that suggested
 
that stigma, bias and norm confusion may influence women's
 
drinking patterns and choices (Reny_ & Calvert, 1993;
 
Turnbull, 1989; Wilsnack, 1991; Yandow, 1989).  Simply being
 
an alcohol dependent woman invites issues of unfair
 
treatment, lack of support and increased health problems
 
(Gomberg, 1988).
 
Sex Role Development and Alcoholism
 
How does one's sex role identity develop and ultimately
 
link to alcohol dependence?  Carol Gilligan (1982) suggested
 
that children are generally dependent and identify with a
 
female.  Sometime after this stage, boys separate from the
 
mother in order to develop a masculine identity, whereas
 
girls, around age 5 remain identified with the mother.  It
 
was suggested that a female's identity comes from dependence
 
and connectedness with others and that females are
 
frightened by separation.
 
Hotelling and Forrest (1985) stated that often women
 
develop the pattern of taking care of others and fail to
 
take care of their own needs and identity.  Counselors need
 
to help women learn about independence and dependence in
 
terms of a continuum so they may understand the pros and
 
cons of both characteristics.  It was also suggested that
 
counselors encourage women to look at their sex-role
 
perceptions, and learn to explore healthy alternatives.
 
Some literature linked the development of sex-roles
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with addiction problems.  In one study (Shelley, 1986) it
 
was found that exaggerated sex-role behavior and attitudes
 
link high rates of alcohol addiction.  Shelley used the BEM
 
Sex Role Inventory (Bem, 1981) to question sex role
 
attitudes of 96 inpatient volunteers. Sixty were male and
 
thirty-six were female.  Results revealed that when subjects
 
were asked to rate themselves on stereotypically masculine
 
and feminine traits and behaviors, the addicted participants
 
perceived themselves as more feminine and undifferentiated.
 
In addition, subjects perceived that they were lacking in
 
assertiveness skills and felt they were sensitive and
 
underdeveloped.  Specifically among women alcoholics, low
 
self esteem and poor adjustment issues were reported.
 
Finally, Shelley (1986) called for additional research to
 
explore the relationship between alcoholism and low self
 
esteem, adjustment, and sex-roles.
 
Over the last few decades, several theories have been
 
presented regarding the relationship between sex-role
 
conflict and alcoholism (Beckman, 1976; Kiel, 1978;
 
Wilsnack, 1980).  "Sex-role" refers to expected behavior as
 
reflected of a particular sex (Wilsnack, 1980).  Whereas
 
"sex-role ideology", is a broader term that refers
 
beliefs regarding male and female roles in society (1980).
 
"Sex-role identity" reflects an individual's sense of self
 
as being male or female (Wilsnack, 1976).
 
Wilsnack and Benson (1983) suggested that drinking may
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act as a stress reduction aid regarding role conflict.
 
Secondly, drinking may reduce the pain of distortion
 
regarding real and ideal sex-role identity for alcoholics.
 
In a similar vain, Kroft and Leichner (1987) addressed
 
the issue of sex-role conflicts and alcoholic women.  They
 
compared  alcoholic women with 24 non drinkers, 61 social
 
drinkers and 29 remitted alcoholics.  They used the BEM Sex
 
Role Inventory to analyze sex-role attitudes of these
 
groups.  Kroft and Leichner found that alcoholism was
 
associated with a rather traditional sex-role ideology and
 
that it may be the failure of adjustment to these roles that
 
creates severe tension leading to dependency.  The
 
researchers did not report large attitudinal differences
 
between groups but noted that alcoholic women experienced
 
greater depression.  It was recommended that mental health
 
providers explore the possible link between depression and
 
sex-role conflict.
 
Biases of Professionals Toward Female Alcoholics
 
Biased beliefs and expectations about women and alcohol
 
can be seen in the therapeutic and treatment arena as well
 
(King & Lorenson, 1989).  Therapists themselves may harm
 
more than help if they have not examined and worked through
 
their own biases and educational deficits regarding women's
 
issues.
 
One professional felt that health care providers
 
themselves perpetuate the negative stigma toward women,
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demonstrating that they too can be affected by decades of
 
cultural bias (Beckman, 1985).  These negative attitudes can
 
also be seen by the lack of counselor training in the area
 
of alcohol recovery (Kress, 1989).  Litman (1986) reasoned
 
that little interest in acknowledging the unique problems of
 
female alcoholics is particularly reflected in the lack of
 
current research.
 
Wilsnack (1991) proposed that a long history of stigmas
 
toward women tracked to biblical times, influenced the
 
problem of sex-role conflict. These stigmas influenced how
 
individuals and professionals relate to intoxicated women.
 
Some research showed that male staff members are more
 
critical and confrontive toward male alcoholics and more
 
supportive and empathetic in attitudes toward female
 
alcoholics.  DeJong, Van Den Brink, and Jansen (1993) found
 
that male alcoholics were perceived as more hostile and
 
dominant by treatment staff, while female alcoholics were
 
considered dependent.  This attitude was reflected by all
 
staff on the ward being studied (King & Lorenson, 1989).
 
Explanations have been offered in an attempt to explain
 
therapist behavior differences toward male and female
 
alcoholics.  Some interpersonal theorists believe that male
 
and female alcoholics act differently toward therapists,
 
evoking a different response from the therapist toward each
 
gender (Kiesler, 1986).  Furthermore, it may be true that
 
therapists' critical attitudes toward male alcoholics links
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with hostile-submissive behavior of the male alcoholics,
 
where as, supportive attitudes toward alcoholic women may be
 
linked to the warm-submissive behavior of the female
 
alcoholic (McLemore & Brokaw, 1987).
 
Gomberg (1988) offered a somewhat different
 
perspective, stating that therapists do not prefer working
 
with female alcoholics.  This attitude may be in part due to
 
the bias that women are not supposed to act out and that
 
counselors are often uncomfortable with a female alcoholic
 
who is angry or acts in a deviant manner.  Related to this
 
attitude, some literature suggested a poorer prognosis for
 
women in recovery (Annis & Liban, 1980).
 
In one related study, Dejong et al (1993) looked at the
 
attitudes of therapists regarding male and female
 
alcoholics, and sought to find any influence of stereotypes
 
among therapists.  They studied 160 therapists from the
 
Netherlands who were working with addicted clients.
 
Researchers asked participants to describe the interpersonal
 
behavior of a typical male and female alcoholic patient.
 
They were also asked to assess their own interpersonal
 
behavior in what they perceived as normal situations.
 
DeJong et al (1993) found that female alcoholics were
 
thought to be less hostile, more submissive and friendly
 
than male alcoholics.  Male alcoholics were described as
 
hostile-submissive and suspicious-detached, whereas the
 
female stereotype was defined as friendly-submissive or
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dependent-masochistic.  Some mental health providers have
 
been found to be deficient in making early diagnoses and
 
intervention with alcoholic clients (Peyton, 1980).  Kagle
 
(1987) reviewed one hundred cases from child welfare, family
 
service, a mental health clinic, and a hospital.  She
 
reported that in only five cases did the mental health
 
provider identify substance abuse or a drinking problem and
 
make a referral to an appropriate treatment outlet.
 
Kagle (1987) rated counselor responses from most common
 
to the least common: 1) Substance abuse was not the core
 
problem. 2) Focusing on the substance abuse would distract
 
attention from solving the real problem. 3) Treatment was
 
not effective. 4) Focus on the substance-abuse problem would
 
have a negative effect. 5) No good treatment programs
 
existed in the area.  Kagle was alarmed to report that the
 
counselors were defensive about their choices in a follow up
 
interview.
 
Googins (1984) suggested that several barriers might
 
influence the choices that mental health counselors make
 
with alcoholic clients.  Googins identified six possible
 
barriers which contribute to inappropriate therapist
 
treatment referral choices:  1)  false information about
 
alcoholism, 2) negativity concerning treatment, 3)  lack of
 
clarification  failing to establish alcohol abuse as a
 
symptom and a cause, 4) fear of confrontation, 5) agency
 
denial, and 6) availability issues regarding alcohol
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treatment programs from which to refer.
 
King and Lorensen (1989) also echoed concerns that
 
helping professionals are allowing many alcoholic clients to
 
slip through the cracks due to ignorance and other factors.
 
They suggested several reasons that might influence this
 
problem.  First, they noted the impact of varying treatment
 
philosophies which lends to confusion regarding alcohol
 
training.  Second, they acknowledged that many counselors
 
feel pessimistic about treatment to the alcoholic
 
population.  Third, they cited negative counselor attitudes
 
which biased work with alcoholics.  Finally, they observed
 
that most counselors are lacking in appropriate training and
 
skills for affective treatment to alcoholics.
 
Negative staff attitudes toward alcoholics can also be
 
traced to psychologists and psychiatrists who seem even less
 
eager than counselors to work with the alcoholic population
 
(Mogar, 1969).  Leake and King (1977) stated that one reason
 
for these negative attitudes is simply that alcoholics often
 
act hostile, angry, selfish and self-centered.  Many
 
counselors react negatively when confronted with these
 
alcoholic characteristics.  Furthermore, they suggested that
 
therapists' expectations should be tailor made around the
 
natural progression of recovery, and that it should be
 
understood that alcoholics sometimes act in a difficult
 
manner because they are suffering  pain and being controlled
 
by alcohol.
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Some research supported the previous findings and
 
provided evidence that therapeutic bias toward male  and
 
female alcoholics is a direct reflection of societal bias
 
where women are viewed more submissively than men
 
(Rosenkrantz, Vogel, Bee, Broverman & Broverman, 1968).  If
 
this is so, it may be especially important to heighten
 
counselor awareness regarding the negative affects of
 
counselor bias, and to promote specialized training
 
regarding male and female differences in alcoholism.
 
Part of creating a safe environment involves the
 
therapist looking honestly at his or her own beliefs and
 
attitudes toward alcohol dependent women and deviant
 
behavior.  Gomberg (1988) stated that often times the
 
counselor's own bias and role expectation of these women can
 
inhibit any recovery and honest sharing.
 
Attitudes Toward Female Alcoholics: Alcoholics/Non-

Alcoholics
 
There is a reported difference regarding appropriate
 
behavioral expectations among female alcoholics and non-

alcoholics, as well as different female drinking age groups.
 
In one study (Gomberg, 1988) it was found that alcoholic
 
women reported more negative social attitudes about female
 
intoxication than a non alcoholic similar profile group.
 
Gomberg suggested that a possible interpretation might be
 
that alcoholic women experience feelings of (shame, low
 
self-esteem, and self-abasement) which encourage poor
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opinions about other alcoholic women.  Her findings also
 
suggested that younger women reflect less harsh attitudes
 
toward female intoxication than older women alcoholics.
 
This finding may suggest the more liberal attitudes and more
 
relaxed norms of American society in the last thirty years.
 
Yet, Gomberg (1988) also noted that feelings of shame and
 
depression were reported across age groups, possibly
 
implying that although attitudes of judgement may be more
 
liberal among younger alcoholics, negative feelings and
 
problems appear across the board.  It appears that the more
 
social rejection received regarding drinking, the more
 
younger alcoholics drink in semi-public places or places
 
frequented by other young women alcoholics.  On the other
 
hand, older female alcoholics are reported by Gomberg to
 
drink more frequently at home or alone.
 
Codependency
 
The set of behaviors that describe the term
 
codependency has had particular attention over the last
 
twenty years.  The term codependency emerged into mainstream
 
American popularity during the eighties with a flood of
 
books and articles about this phenomen hitting the market.
 
Authors such as Larson (1983), Schaef (1981), Subby (1984),
 
Wegscheider-Cruse, and Whitfield (1984) were at the
 
forefront of the codependency movement.
 
Although professionals have not come to agreement as to
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whether codependency should be classified as a disease or
 
not (Asher & Brissett, 1988), they generally have agreed on
 
a set of behaviors and beliefs chat describe and help define
 
codependency.  These beliefs and behaviors are thought to
 
form ingrained patterns that create a painful environment of
 
lopsided attachments (Beattie, 1987; Schaef, 1986).  Subby
 
and Friel (1984) suggested that codependency evolves out of
 
a set of oppressive rules in the family.  He stated that its
 
formation is not limited to connections with an alcoholic,
 
but rather, has its primary root in a distorted family
 
system where the rules include the following:  1)  It's not
 
okay to talk about problems, 2) feelings should not be
 
expressed openly, 3) Communication is best if indirect, with
 
one person acting as messenger between two others
 
(triangulation), 4) Be strong, good, right, and perfect, 5)
 
Make us proud-unrealistic expectations,  6) Don't be selfish,
 
7) Do as I say, not as I do,  8)  Its not ok to play, and 9)
 
Don't rock the boat.
 
Whitfield (1985) limited the definition of codependency
 
to those behaviors and beliefs that are born out of an
 
enmeshed attachment of an alcoholic, almost implying that
 
the origin of codependency comes from the alcoholic.
 
Codependency has been coined as "co-disease".
 
Caution was offered by other researchers who felt that
 
codependent women follow their own disease-like path that
 
progresses as the disease of alcoholism would, even leading
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to the point of death (Beattie, 1987; Shaef, 1986).  Many of
 
these women may be unaware as to the seriousness and danger
 
of the path on which they are stuck (Mastrich & Birnes,
 
1990)
  .
 
One of the primary behaviors that codependent women
 
exhibit is that of caretaking, and feeling responsible for
 
others (Schaef, 1986).  Other commonly described
 
characteristics include, low self worth, repression,
 
obsession, controlling behaviors, denial, dependency on
 
people, substances, and things, poor communication, weak
 
boundaries, lack of trust, anger, and sex problems (Beattie,
 
1987).  Many professionals in this field have advocated that
 
the key to these women finding healing and personal autonomy
 
is to invest in the concept that they have a disease and
 
should enter their own ongoing recovery program (Beattie
 
1987; Schaef, 1986; Wegscheider-Cruse, 1984).
 
However, other professionals have gone so far as to
 
call the codependence movement a conspiracy and falsehood
 
(Katz & Liu, 1991) that promotes potentially harmful labels
 
and limits clients' vision.  Katz and Liu (1991) further
 
described codependency as nothing more than poor choices and
 
behaviors that can be changed.  They advocated that
 
codependents be guided to accept responsibility for their
 
choices and actions and confront the myth of powerlessness.
 
In their book Codependency Conspiracy, Katz and Liu offered
 
in depth suggestions and homework to help the codependent
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separate distortions from real memories and facts.  Further,
 
they encouraged development of self-esteem through self
 
efficacy boundary setting, connection styles, and the
 
establishment of positive recovery steps.
 
Some research suggested that the mainstream
 
codependency movement promotes the very societal stigmas and
 
labels of passivity that keep women in a victim role.  In
 
one study, Asher and Brissett (1988) gave intensive
 
interviews to women married to alcoholics.  Several
 
conclusions were drawn.  One issue that came up steadily was
 
ambiguity.  Women seemed to view codependency as a broad,
 
blurry, concept from which they can pick and choose
 
characteristics.  They also discovered that all of those
 
interviewed, accepted the existence of codependency as part
 
of their lives.  They readily took on the well promoted
 
label even if its definition was ambiguous.  Asher and
 
Brissett earmarked concern over the widespread promotion in
 
society of this label and determined that part of  women
 
accepting the codependent label was a result of the labeling
 
done by others and self, and by the medicalization of the
 
alleged disease, its manipulation and influence in the
 
market.  Finally, Asher and Brisset believed, while on the
 
one hand women derive empathic benefit and appreciate a
 
proposed structure for what they may be experiencing, on the
 
other hand, codependency also promotes the traditional,
 
passive-reactive role toward men.
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Regardless of the broad differences and concerns
 
reflected in the literature on codependency, the role of
 
passivity, boundary issues and problems with self-esteem
 
emerge across the board (Beattie, 1987; Schaef, 1986). It is
 
suggested by some professionals (Asher & Brissett, 1988;
 
Katz & Liu, 1992; & Mastrich & Birnes, 1990) that these
 
issues alone call professionals to sensitively explore ways
 
to enhance assertiveness skills and self efficacy with
 
female alcoholics.  Professionals should promote self
 
efficacy, empowerment and assertiveness skills rather than
 
encourage the acceptance of labels that continue the already
 
saturated societal pressure and negative stigma toward
 
alcoholic women (Katz & Liu, 1992).
 
Emotional Reactions of Alcohol Dependent Women
 
Alcoholics usually experience one of two feeling
 
pictures: they either show intense emotional responses or
 
show little emotion at all.  These extreme responses are not
 
only linked with the avoidance of pain but are a result of
 
dulled emotional receptors in the body.  Both responses help
 
the alcoholic tolerate undesirable feelings (Lacks &
 
Leonard, 1986).
 
It is often the avoidance of negative emotions that
 
leads to relapse as opposed to a specific situation (Hafner,
 
1981).  Further, the physiological dulling affect alcoholics
 
feel, robs the brain information center making it hard to
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effectively complete Clans, actions, and thoughts (Dowling,
 
1981).
 
Mental health professionals, described the numerous
 
fears that alcohol dependent women experience (Black, 1979;
 
Woititz, 1983).  Some of these include: fear of losing
 
control, fear of intimacy, fear of dependency, fear of
 
rejection, fear of trusting, fear of retaliation, fear of
 
not being normal, fear of violating taboos, fear of being
 
uncomfortable, fear of risk taking, fear of inadequacy,
 
shame and guilt.
 
One professional suggested that two of the emotions,
 
shame and guilt are two of the key predictors of alcohol
 
dependence in women and that women experience and
 
internalize more shame and guilt than men (Cook, 1987).
 
Shame can arise when a person fails to achieve their goals,
 
whereas guilt can occur when one steps over the bounds or
 
breaks the rules (Kurtz, 1981).  Kurtz stated that both of
 
these negative affective responses are often linked to
 
depression.
 
It is not surprising to note that shame in women is
 
linked with ongoing stigma and social pressure to reach
 
certain expectations as wives, mothers and workers (Potter &
 
Efron, 1987).  Sometimes when women experience feelings of
 
failure in regard to the caregiving role, they choose to
 
drink in order to dull the feelings of shame and guilt
 
(Gomberg, 1988) .
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Unfortunately, as their dependence on alcohol worsens,
 
women enter a circular cycle that creates more guilt and
 
shame due to increased failures and rule breaking (Marlatt,
 
1986).  Many women attempt to use alcohol to self  medicate
 
as a private self cure, but soon find themselves trapped in
 
a dependency cycle.
 
The amount of societal pressure on women tc meet
 
certain role expectations is still enormous.  It is not
 
surprising that these stigmas govern the rules around
 
women's drinking.  Gomberg (1988) stated that women strongly
 
connect guilt feelings to their perception of failure of
 
carrying out prescripted roles.  Further, she noted that
 
guilt is reinforced by the health care community and society
 
through its promotion of alcohol studies which theorize that
 
alcoholism in the mother is far more destructive to the
 
family system than in the father.
 
Frequently, by the time an alcohol dependent woman has
 
developed into the later stages of the disease, she is
 
either suicidal, or desperate for some kind of treatment
 
(Gomberg, 1986).  Gomberg suggested that the most common
 
suicide attempts reside among young alcoholic women.
 
Although men and women both experience shame, men are more
 
likely to act out in, deviant ways, where as women attempt
 
suicide more often than men.  This action reflects a mix of
 
depression, shame, impulsivity and anger.  As the alcohol
 
dependent woman begins to open up,  it is important to
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address the rage that lurks beneath the surface.  Some
 
professionals feel that rage is often repressed in alcoholic
 
women, due to the social rules suggesting women cannot act
 
out (Gomberg, 1979).
 
Lacks and Leonard (1986) stated that counselors should
 
help clients pace the potential flood of emotions and should
 
not be pushy.  Rather, they suggested a cooperative
 
counselor-client effort in studying emotions and
 
resistances.
 
Some professionals stated that the use of a feeling
 
chart is helpful in helping to clarify feelings for
 
alcoholics.  This chart is wherein the client describes and
 
learns the difference between specific emotions, conditions
 
and states (Lacks & Leonard, 1986).  Other writers promoted
 
assertiveness groups as a key to drawing alcohol dependent
 
women out of fear and isolation (Nespor, 1990; Turnbull,
 
1989) .
 
It is essential that once alcoholic women are in
 
treatment, they feel safe and are encouraged to work through
 
their anger and shame.  Since shame can inhibit and lesson a
 
woman's ability to expose her feelings, it is all the more
 
important that counselors create an environment of respect
 
and safety (Potter & Efron, 1987).
 
Gomberg (1988) acknowledged the unfair way that
 
alcoholic women are treated, yet states that this is a sad
 
fact of life.  She further stated that alcoholic women need
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to come to grips with finding middle ground in terms of
 
managing feelings and accepting that sometimes society is
 
unfair to women.
 
Health Concerns
 
Professionals have stated that women develop severe
 
health problems from alcoholism and therefore, should be
 
encouraged into treatment as soon as possible (U.S. Dept. of
 
Health and Human Resources, 1983; Longnecker, Orza &
 
Chalners, 1988).  Some of these problems include cancer of
 
the breast, cirrhosis, sexual disfunction, violence and
 
fetal alcohol syndrome.
 
Nespor (1990) believed that to wait until an alcohol
 
dependent woman "hits the bottom" may be encouraging a death
 
sentence.  Once a diagnosis is fi=ily established, Nespor
 
suggests using pressure to persuade the dependent woman into
 
therapy.  If alcoholic psychosis, worsening health, or
 
suicidal behavior is present, she advocated involuntary
 
hospitalization.
 
Braiker (1988) listed key peripheral symptoms as well
 
as more obvious symptoms.  Peripheral symptoms include
 
tremors, facial swelling, red palms, cigarette burns,
 
unexplained, uncared for bruises or fractures.  Others
 
include, weight gain unpredictable moods, unexplained
 
absences, slurred speech, confused conversation, memory
 
lapses, excessive use of mouthwash, early menopause and
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cessation of menstruation.  The more obvious symptoms
 
include drinking in the morning, blackouts, loss of control,
 
hidden bottles, missing meals due to drinking, and long
 
drinking bouts.
 
Turnbull (1989) suggested that there are two types of
 
alcoholism.  Type 1 is described as being characterized by
 
strong environmental contributors, while type 2 can be
 
genetically transmitted when an environment is present to
 
encourage its development.  Type 2 is mostly limited to men.
 
Women usually have type 1, which typically develops after
 
age twenty-five and reflects binge drinking and extended
 
periods of abstinence.
 
Genetic links in one form of severe alcoholism have
 
been found and well established in men.  However, the
 
genetic links to women are confusing and still unclear
 
(Bowman & Cloninger, 1981).  Though earlier research has
 
lumped men and women together and failed to show a genetic
 
link between women and alcoholism, it is suspected by Bowman
 
and Cloninger that women whose mothers are alcoholics are at
 
higher risk. Finally, they state that it is unclear how this
 
relates to personality factors.
 
Physiological differences exist between male and female
 
alcoholics adding to the need to understand the unique make­
up of women (Blume, 1989).  One critical difference is the
 
relative content of body water and body fat.  Men have more
 
water per pound than women. Women retain a higher blood
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alcohol level from the same dose of alcohol than men.  This
 
is due to the fact that alcohol is distributed in total body
 
water and women have less water per pound than men (Barry,
 
1986).
 
Alcohol dependent women are at much higher risk than
 
men for not only developing sexual problems, but progressing
 
faster into related health problems (Yandow, 1989).
 
Furthermore, women become ill quicker than men due to
 
differences in time before the onset of serious medical
 
problems.  Some of these include, fatty liver, hypertension,
 
obesity, anemia, malnutrition, and gastrointestinal
 
hemorrhage.
 
Valerie Pinhas (1987) espoused the importance of early
 
detection, suggesting that health care providers look at the
 
attitudinal, behavioral and psychological signs that make up
 
a high risk profile. She recommended focusing on the
 
following areas: 1) reasons for drinking, link to stressful
 
event, 2) dependency oriented attitudes about alcohol, 3)
 
rigid or fixed patterns of use; 4) signs and symptoms, 5)
 
conflicts in the family, 6) problems with mob performance,
 
7) drinking and driving, and 8)  family history of
 
alcoholism.
 
Several studies have also noted that due to earlier
 
onset of medical problems than men, women also die more
 
quickly (Blume, 1989).  In one study it was found that in a
 
follow up study of 103 alcoholic women 11 years after
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treatment, mortality rates were 4.5 times the rate of the
 
general population (Smith, Cloninger & Branford, 1983).
 
Echoing these findings, in Sweden one researcher
 
(Linberg, 1988) found similar results.  It was reported that
 
of 1000 female alcoholics and 4000 male alcoholics, the
 
mortality rate was 5.2 times the expected rate for men, 3
 
times the rate.  Noted causes of death included, violence,
 
breast cancer, cirrhosis, and intoxication.
 
Amidst the many health concerns facing alcoholic women
 
are  the problems of sexual dysfunction in alcoholic women
 
(Pinhas, 1987).  However, societal pressures previously
 
mentioned in this paper often prevent these women from
 
honestly disclosing this information to health
 
professionals.
 
Alcohol's influence on women's arousal levels has been
 
noted in the literature, however, perceptions about alcohol
 
have also been found to manipulate arousal response.  In one
 
study (Wilson & Lawson, 1976) it was found that small doses
 
of alcohol reduced women's physiological responsiveness to
 
sexual stimuli.  However, when subjects were told they had
 
received alcohol, they reported a higher arousal level even
 
though they had been physiologically inhibited (1976).
 
Pinhas (1987) also noted that women feel more sexual guilt
 
over their increased loss of control over their sex lives
 
and that issues of developing assertiveness skills add to
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the list of sexual concerns for alcoholic women.
 
Some research showed that between 38% and 74% of
 
chemically dependent women have been physically or sexually
 
abused (Mondanaro, 1982). In addition to some women's
 
beliefs about the sexual enhancing qualities of alcohol,
 
some professionals also stated that sexual relating without
 
alcohol for abused women would be impossible.  Alcohol, thus
 
acts as a feelings sedator, cloaking the real pain of a
 
previous trauma and preventing recovery (Nespor, 1988;
 
Yandow, 1989).
 
It is clear and paramount that health care providers
 
understand the physical, emotional, and stigmatized
 
environmental barriers that alcohol dependent women face in
 
treatment and recovery.  The battle between isolation and
 
treatment is acute for these women and attempting to
 
understand the reasons that keep women in hiding might
 
empower helping professionals to create a safer environment
 
for treatment.
 
Male and Female Differences
 
Social Differences
 
The literature showed that the alcohol problems women
 
face are vastly different than those faced by men (Beckman &
 
Amaro, 1986).  For example, Beckman (1981) found that
 
differences between men and women included patterns of
 
alcohol consumption, marital and demographic
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characteristics, and psychiatric and psychological
 
characteristics.
 
In one study, Beckman and Amaro (1986) examined sex
 
differences and treatment challenges reported during
 
alcoholism treatment.  They also looked at differences in
 
personal and social factors among men and women and what
 
role these play in treatment.  Sixty seven anglo women and
 
fifty-four anglo men, who were in current alcohol treatment
 
were interviewed.  They were asked a variety of questions
 
about the following areas:  alcoholism, treatment and
 
health, personal traits and history, and social and
 
situational factors.  The researchers found that financial
 
costs for women entering treatment were higher than for men.
 
In addition they confirmed the hypothesis that women
 
received less social support  for treatment than do men.
 
The researchers also found that friends and significant
 
others were likely to oppose women's efforts regarding
 
treatment.  Furthermore, they suggested that women appear to
 
need more educational counseling regarding alcohol than men.
 
Finally, they noted concern over the high incidence of
 
affective disorder among female alcoholics, and advocated
 
that counselors probe into family history and possible mood
 
disorders affecting alcoholic women.
 
As noted earlier in this paper many factors have kept
 
women from treatment, including the predominance of the male
 
model and stigmas existing in treatment centers.  In one
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study in Norway (Duckert, 1988) differences were evaluated
 
between male and female alcoholics who were recruited to two
 
different kinds of treatment.  Subjects were 143 men and 39
 
women from an inpatient setting and 84 male and 51 females
 
in an outpatient setting.  The outpatient subjects were
 
found to be better educated, had better paying jobs, and had
 
experienced fewer alcohol related treatment encounters.
 
Outpatient women reflected a concern for privacy and
 
were even secretive about whether they had been in treatment
 
before.  Many of the outpatient women reported fear about
 
revealing too much about their drinking problems due to
 
expectations that they could lose custody of their children.
 
These women reflected lower alcohol consumption rates than
 
that of inpatient men and women.  In general, they reported
 
fewer alcohol related problems.
 
Physiological Differences
 
The list of physiological differences between male and
 
female alcoholics are numerous and serious.  In one study
 
(Lischner, Alexander & Galambos, 1971) it was found that 64%
 
of inpatient alcoholics with alcoholic hepatitis were women,
 
a much higher rate than expected.  Some professionals
 
attribute these high rates as reflective of women's smaller
 
blood volume.  This physiological problem is encouraged as
 
well by a higher ratio of fat to lean tissue.  This allows
 
high blood alcohol levels to appear in women much more
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quickly than in men (Jones & Jones, 1976).
 
Jacobson suggested (1986) that other physical danger
 
zones for alcoholic women include brain damage.  In addition
 
Jacobson suggested that women develop brain damage more
 
quickly than men (1986). One study by Mezey and Diehl (1988)
 
sought to assess whether the brains of women are more
 
vulnerable to alcohol toxicity than men.  The researchers
 
did not find significant differences between men and women
 
with regard to liver damage.  Secondly, they found no
 
significant difference with thiamine deficiency.  However,
 
they acknowledged, as other researchers have (Jones & Jones,
 
1976), that women are more susceptible than males to the
 
harmful impact of prolonged alcohol abuse due to the fact
 
that a same dose of ethanol in a woman's body, reacts more
 
strongly than in a male's (Mezey & Diehl, 1988).  Acker
 
(1985) found that with regard to blood alcohol differences,
 
female alcoholics with a prolonged drinking pattern suffered
 
more from poor cognitive performance than men.
 
Consciousness Raising and Assertiveness Groups
 
The assertiveness literature is extensive and spans in
 
development over several decades.  With regard to women's
 
issues, assertiveness seemed to be born out of the
 
consciousnes raising groups developed in the late 1960's
 
(Burden, 1987).  As touched on earlier, development of
 
assertiveness theory and training has been influenced by the
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women's movement (Brody, 1987; Johnson, 1987) and has sought
 
to provide creative solutions for women who want more
 
assertive behavior.
 
There is an exhaustive amount of consciousness raising
 
literature which follows the development and history of the
 
women's movement.  In addition, there are specific branches
 
of literature which have established and studied the
 
similarities and differences between the current trends and
 
past emphasis of assertiveness training and consciousness
 
raising groups (Freeman, 1984; Shreve, 1989).  For the
 
purposes of this paper, core literature of both group styles
 
was reviewed, and its treatment applications to female
 
alcoholics.
 
History and Definition
 
During the late 1960's women's groups began to appear
 
on the mental health scene (Enns, 1992).  These groups were
 
meant to accomplish two main purposes: 1) to draw diverse
 
types of women together, thus, ending isolation between
 
women and 2)  to prepare women for various types of personal
 
and societal change (Freeman, 1984).
 
As these groups developed and grew in members, their
 
focus changed from consciousness raising concerns, to more
 
that of providing emotional support (Kirsch, 1987).  Some
 
research recorded the various benefits women members
 
reported receiving from such groups (Cherniss, 1972;
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Kravetz, 1980).  Benefits included:  heightened self-esteem,
 
improved relationships and better connections with women,
 
permission and ability to express anger and intense
 
feelings, embracing changes in interpersonal roles in
 
relationships, and creation of a format to acknowledge
 
women's oppression and to develop sociopolitical analysis.
 
Women's groups began to define themselves in different
 
ways e.g, consciousness raising, assertiveness training,
 
women's self-help, and feminist groups (Walker, 1987).  The
 
spirit of these groups attempted to integrate the
 
complexities of the female experience and at the same time
 
respond to political and social changes (Enns, 1992).
 
In the 1970's and 1980's consciousness raising groups
 
were often considered highly therapeutic and used along with
 
individual counseling or instead of counseling (Enns, 1992).
 
Feminist therapists often preferred the free flowing,
 
nondirective style of these groups as opposed to other forms
 
of treatment (Brodsky, 1976; Kaschak, 1981).
 
However, some researchers proposed that these groups
 
did not acknowledge the unique experiences of women as
 
opposed to the group's social, political agendas, and that
 
they promoted lengthy and tiring sessions that bred
 
confusion (Kirsch, 1987).
 
One large national survey of 1700 women attempted to
 
find out why women really sought out consciousness rasing
 
groups, and why a woman chose a CR group over other mental
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health options. Lieberman and Bond (1976) used a 26 page
 
questionnaire that was developed by women involved in CR
 
groups or who used to be involved in some fashion with CR
 
groups.  The questionnaire was divided into three sections.
 
First, questions inquired about personal stresses and social
 
circumstances of participants.  Second, questions focused on
 
defining the groups themselves; and third, participants were
 
asked demographic information.  Lieberman and Bond found
 
that the majority of women fit certain demographic
 
characteristics:  They were mostly white, upper-middle
 
class, and liberal in their orientation.  Results showed
 
that women in CR groups were not as happy with their
 
personal lives as control groups, reporting significantly
 
more depression and anxiety.  In addition, 54% of these
 
women had been in therapy during the previous 5 years.
 
Close to twenty years ago Liebermen and Bond (1976)
 
separated motivation results into the following sections:
 
Interest in women's issues, help-seeking, political
 
activation, and political activation.  Results showed that
 
98% of women responded to women's issues; 74% responded to
 
help-seeking; 59% keep to social needs; 56% responded to
 
political activation; 44% responded to an interest in sexual
 
issues; and 28% responded due to curiosity.
 
Finally, Lieberman and Bond (1976) questioned the
 
future of CR groups as to whether they were a fad-like
 
response to the feminisim media hype of the 1960's.  In
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addition, they wondered if these groups, which were largely
 
made up of white, affluent, women, would drift away.  They
 
concluded that CR groups in 1976 were still in evolution and
 
had not yet crystallized.
 
Some research in the 1970's sought to describe how
 
women's groups develop (Allen, 1979; Wolman, 1976), and how
 
various female groups relate to one another.  Wolman (1976)
 
described three stages in group development. First, women do
 
not focus on themselves.  Rather, they are involved with
 
themes of competition and dependence among themselves.  The
 
second stage involves achieving intense interactions e.g.,
 
warmth, sharing feelings of anger, rage, disappointment and
 
dependency.  Group members become close, they develop mutual
 
respect, and build support systems.  It is during this stage
 
that  higher amounts of dropouts occur as opposed to mixed
 
groups.  Finally, in stage three, specific women's issues
 
are focused on e.g., mothering, sexuality, sexual bias and
 
stereotypes. During this stage the therapist is viewed more
 
as a team member than in a powerful, controlling role.
 
Other researchers have suggested slightly different
 
stages regarding consciousness raising groups.  Allen (1970)
 
proposed a four-stage theory of group development.  The
 
first stage, involves the process of opening up to one
 
another, developing a sharing environment that promotes
 
feelings of intimacy and trust.  The second stage involves
 
active sharing, where commonalities are established, and
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group members help each other with issues of status and role
 
problems.  At this stage anger and frustration are often
 
shared.  The third stage is where women take their
 
subjective feelings and thoughts, analyze them and direct
 
them into their chosen role in society.  Finally, the women
 
take their inner experiences and then examine institutions
 
with the goal of changing parts of society (Allen, 1970).
 
Literature regarding group development seemed to follow
 
a pattern that suggested that women first orient themselves,
 
while trying to feel safe and open up, as they begin the
 
sharing process (Allen, 1970; Halas, 1973; Kirsh, 1974;
 
Schutz, 1967; & Wolman, 1976).  Secondly, as they develop
 
bonds, respect, and build relationships, they then take
 
their thoughts, and feelings regarding women's issues, and
 
transfer them to societal and political concerns.  This
 
completes a circle from their inner awareness and
 
development as women to a connection of outer issues that
 
affect change in their society (Brody, 1987).
 
Schutz (1967) espoused a similar framework of group
 
development.  However, Schutz describes in depth the way in
 
which women's anger works in stage two.  Schutz first
 
established that in stage one, women are trust building and
 
developing common interests and safety.  In stage two, which
 
Schutz referred to as the control stage, women become very
 
angry with the revelation of ignored feelings.  They are
 
frustrated and disappointed when female issues, as related
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to bias and stigma from society and family surface.
 
CR groups steadily grew throughout the 1970s and 1980s
 
while changes in emphases were noted as these groups
 
expanded.  This brought research which studied the impact,
 
attitudes, and implications of these groups (Johnson, 1987).
 
In one such study, Johnson surveyed 135 members of the
 
Feminist Therapy Institute of whom 60% responded.  Results
 
showed that 65% of studies participants conducted one of
 
three types of women's groups.  Options for the women's
 
groups included; 1) participants were women, no other
 
specification; 2)  the participants were women working on
 
specific personal issues; and 3) the participants were women
 
working on specific single issues e.g. assertiveness, or
 
compulsive behaviors.  Johnson (1987) found that 51% of the
 
therapists reported leading specific issues groups, 73%
 
conducted at least one type of group; 25% conducted at least
 
two types, while only one person reported leading all three
 
types.  Johnson (1987) concluded that there has been a sharp
 
drop in research regarding women's groups from the 1980's up
 
to the present.
 
At least one researcher (Kirsch, 1987) suggested that
 
CR groups historically have tended to respond to the more
 
general concerns involving women's roles, parenting and
 
political and social issues.  She noted that CR groups in
 
the late 80s were focusing as well on assertiveness training
 
and problem solving.  Kirsch in 1987, stated that groups are
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not only encouraging the development of a conscious
 
framework for women's issues, but going the next step and
 
assisting women in behavioral change.
 
This interest in behavioral change has brought on a variety
 
of assertiveness training strategies that have become
 
increasingly popular but have also drawn some criticism
 
(Fodor, 1985; Moore, 1981).  Moore suggested that as women
 
asserted their individual rights and understood how they
 
relate to roles and society, they began to seek skills, such
 
as assertiveness training to fulfill  their needs in more
 
direct ways. Assertiveness training was reflective of social
 
learning theory, avoided the tendency to blame, and seemed
 
to be less oriented to the male model (Fodor, 1988).
 
Some researchers believed that assertive speech and
 
behavior reflects a positive stereotype of masculine
 
behavior, except for the possible exclusion of shared
 
feelings (Locksley, Borgida, Brekke & Hepburn, 1980).
 
Stereotypes of women can include terms such as submissive,
 
sneaky, tactful, extremely aware of others feelings,
 
passive, lacking in self-confidence, dependent, not likely
 
to act as a leader, unaggressive, and uncomfortable about
 
acting aggressive (Muehlenhard, 1983).
 
Assertiveness training was created as a way of learning
 
more adaptive communication and behavior. However, some
 
literature cites that women are less positively evaluated
 
than men for acting assertively (Gervasio & Crawford, 1989).
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It was suggested that women should understand the possible
 
social punishment they might receive by acting assertively
 
in a society that prefers passive women (Cowan & Koziej,
 
1979) .
 
Cowan and Koziej  (1989) examined dominant and
 
submissive behavior among spouses.  Audiotapes were
 
presented reflecting either a sex-role congruent or
 
incongruent scenario.  For example, a dominant husband tells
 
his submissive wife which dress she is to wear, or
 
incongruent, a dominant wife tells her submissive husband
 
what suit to wear.  Results showed that when the wife acted
 
dominantly she was rated as more masculine and less feminine
 
on a sex-role scale as compared to her husband.  However,
 
men who acted more submissively were not seen as more
 
feminine and less masculine.  In addition, the dominant
 
woman's behavior was attributed to moodiness and
 
personality, and not to situational factors.  The authors
 
determined that women who acted dominantly were seen as
 
extreme.
 
Other research had similar findings.  In one study
 
(Falbo, Hazen, & Linimon, 1982) videotapes of male and
 
female speakers delivering speeches were presented to
 
participants.  The speeches were alike except that they
 
either ended with an appeal based on helplessness or
 
expertise.  The researchers had established from earlier
 
research that the platform of helplessness or expertise
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reflected known sex-role stereotypes.  They found that men
 
and women who spoke from an opposite stereotypical power
 
base were liked less, and were considered less qualified and
 
less competent.  Thus, the authors concluded that women
 
acting assertively are sometimes received poorly because
 
they are operating from a powerbase that is perceived as
 
belonging to men.
 
Further support for this position was offered by
 
Costrich, Feinstein, Kidder, Marecek, and Pascale (1975).
 
Three studies used small-group discussion, audiotapes, and
 
simulated written, professor-student interactions.
 
Participants were asked to evaluate these situations with
 
regard to passive-dependent or aggressive- dominant ratings.
 
Results showed that women who were viewed as dominant-

aggressive were rated as less popular.  However, passive
 
men were also seen as more disturbed and in possible need of
 
therapy.
 
Assertiveness literature, as it seeks to define what it
 
really is, also attempted to clarify what it is not, and how
 
it is different from aggression (Osborn & Harris, 1975).
 
Osborn and Harris noted that the term aggression is hard to
 
define and much diversity exists in the literature.  Dollard
 
and Miller (1939) linked frustration with displays of
 
aggression.  They suggested that not fulfilling a goal-

directed behavior creates frustration that promotes an
 
aggressive drive, which then promotes behavior that intends
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to hurt the person at which the behavior is focused.
 
Buss (1961) also defined aggression in negative terms.
 
He suggested that aggression is any negative stimuli
 
inflicted on another person  Osborn and Harris (1975)
 .
 
criticized this definition in the sense that Buss excluded
 
from his definition the possibilities of accidental
 
aggressions which might occur.
 
Berkowitz (1962) suggested that aggression is the same
 
thing as hostility, while Bandura and Walters (1963) stated
 
that aggression is not just an isolated action, but that the
 
concept of intent must also be considered.  Bandura and
 
Walters countered the frustration-aggression view and
 
espoused that aggression involves the formation of habits
 
that continue because of direct reinforcement.
 
Other literature reflected similar definitions which
 
linked  aggressive behavior to a negative expression,
 
usually toward a person (Feshbach, 1964; Lorenz, 1966). The
 
literature appeared to define aggression in negative or
 
hostile terms, but how does this view relate to the
 
definition and application of assertiveness?
 
The literature offered a variety of descriptions
 
regarding what defines assertive behavior and covered a wide
 
variety of theoretical approaches and styles (Osborn &
 
Harris, 1975).  Many studies of assertiveness were based on
 
two theories as to why some people tend to be less assertive
 
than they want to be.  First, over thirty years ago, Wolpe
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(1958) and Lazarus (1966) suggested that people act less
 
assertively due to anxiety, and secondly, they simply lack
 
the skills to act assertively. Wclpe (1958) defined
 
assertiveness as an outward expression of most feelings,
 
excluding anxiety.  This expression is open, friendly,
 
affectionate, and does not involve anxious feelings.
 
Alberti and Emmons (1974) described assertiveness in terms
 
of standing up for one's rights without putting down the
 
rights of another.  They also described assertiveness in
 
terms of interpersonal relationships where there is regard
 
for others.
 
Bakker-Rabdau (1973) defined assertiveness in terms of
 
holding on to one's own territory and maintaining control
 
over its bounderies.  Lowen (1967) viewed assertion as a
 
response to some form of opposition; reaching for what you
 
want while being able to reject what you do not want.
 
Many authors defined assertiveness on several levels,
 
some being more reflective of women's issues (Phelps &
 
Austin, 1975).  Rathus (1973) has written that there are
 
nine assertive types of responses: 1)  Assertive talk refers
 
to talking in a manner where one stands up for oneself, and
 
will not be taken advantage of.  Examples could include,
 
"This steak is burnt and I ordered it rare,  "  or "I would
 
like another drink, please" or "I have been waiting in line
 
for over an hour. Would you please not cut in?"  2)  Feeling
 
talk refers to being free share spontaneous feelings.  For
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example,  "I feel very tired today, what about you?"
 
3)  Greeting others is the act of reaching out to others
 
rather than avoiding contact due to shyness. 4)  Disagreeing
 
passively and actively, refers to honesty.  One does not
 
pretend to agree when he or she disagrees for the sake of
 
being nice.
 
5)  Learning to ask for a reason when one does not
 
understand why they are being asked to do something.  6)
 
Talking about oneself and learning how to integrate personal
 
information into conversations without monopolizing is
 
another response; 7)  Agreeing with compliments and
 
reinforcing the other person is an assertive response; 8)
 
Avoiding justifying one's position in an argument whene
 
someone is constantly referring to their learning, such as:
 
"It is obvious that we differ on this subject,  I would
 
prefer to talk about something else".  9)  Maintaining good
 
eye contact is the ninth assertive type.  This can reflect
 
sincerity and offer valuable non- verbal information about
 
the other person.
 
Some theorists combined the terms aggression and
 
assertion, suggesting that they are both vital for survival
 
(Ellis, 1973).  Osborn and Harris (1975) noted that trends
 
in the sixties and seventies were providing women with more
 
flexibility to explore assertive skills and learn healthy
 
forms of aggression without the fear of stigma.  However,
 
other professionals more recently have stated that women
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face stigma and possible rejection in response to changing
 
expected gender behavior (Enns, 1992).
 
Gervasio and Crawford (1989) suggested that since women
 
may be less positively evaluated than men for similar
 
looking assertive behavior, assertiveness has not made a
 
positive change in our society.  They further suggested that
 
the role of language may play a large part in the
 
development, maintenance, and acceptance of social roles.
 
Finally, they supported developing a feminist understanding
 
of conversation styles, thus responding to sexist language
 
that may skew assertiveness training.
 
Modes of Assertiveness Groups
 
Combined Approach
 
Enns (1992) sought to combin-E: the effectiveness and
 
style of CR groups with the problem solving orientation and
 
techniques of assertiveness training.  She suggested that a
 
combined approach might lesson the negative responses that
 
women receive in response to more assertive behavior.  Enns
 
called her program Self-steem Enhancement.  She defined the
 
core purpose of her Self-Esteem Enhancement groups as
 
focusing on the complex relationship between the internal
 
and external experiences of women, acknowledging that issues
 
of cultural barriers can inhibit self-esteem and assertive
 
behavior.
 
Enns (1992) suggested a model that could be used in
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groups which combine CR with assertiveness training.  The
 
first step is that of assessment, wherein each member
 
defines her self concept, involving group discussion and
 
sharing similarities, and differences.  In the second part
 
of members describe themselves in terms of personal
 
appearance, style of clothes, health, and physical
 
characteristics.  They also describe relationships to
 
others, personality, perceptions of how others see them, job
 
or school performance, performance of daily living tasks,
 
major sources of self-esteem, and sexuality.
 
The third strategy of Enns'  (1992) model involved a
 
checking in process, going around the circle at the
 
beginning of each group.  More specifically, the counselor
 
asks each group member to briefly describe the nature of
 
their current concerns, verbal or written.  The fourth
 
component, involves topical discussions.  This draws from
 
the backdrop of CR groups, where women discuss issues and
 
the social forces facing them.  Popular ones include:
 
parenting, sexuality, reproductive rights, among others.
 
Enns (1992) stated that most issues will center around
 
specific concerns in the group, which could cover dozens of
 
topics. Finally, Enns suggested that the self-esteem model
 
proposed may provide opportunities for women to gain support
 
in a setting that promotes personal and social awareness.
 
Stere (1985) supported the assumption that behavior
 
change alone does not induce an assertive response, but
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rather it is based on satisfying options that have carefully
 
weighed benefits and costs. Stere stated that women should
 
not view themselves as deficient but as on a journey of
 
developing existing abilities and capacities.
 
Gender Role Analysis
 
Gender Role Analysis is a popular way of helping women
 
to shift some of the burden for supposed female
 
deficiencies, to environmental and social pressures, as
 
opposed to personal inadequacies (Kaschak, 1981).  Gender-

Role Analysis can be seen operating from a platform that
 
supports and attempts to integrate in unique ways
 
traditional values with nontraditional goals.  It also
 
promotes action and change with regard to assertiveness and
 
looks at the larger picture of gender and its pressures
 
(Brown, 1986).
 
Several models have provided different ways to
 
implement gender-role analysis.  One of these was the
 
approach of Guided Inquiry by Brown (1986).  Participants
 
are guided through several gender clarification questions,
 
with the assumption that exploration of these questions
 
helps women understand and integrate meaning associated with
 
their gender.  Some of these questions include:  What did it
 
mean to be female or male in your environment?  What direct
 
and indirect lessons did you learn about gender?  and, What
 
happened when you deviated from gender role norms?  Brown
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suggested, that this approach helps women see the meaning of
 
gender over a life span and how that relates to their social
 
environment.
 
Another framework which utilizes gender role analysis
 
is the behavioral model. This model appears to deal
 
carefully with  possible social costs that women may
 
experience due to assertive behavior change.  Its premise
 
focuses on identifying gender role behaviors and
 
establishing alternatives that present the most benefits at
 
the least cost to women (Rawlings & Carter, 1977).  Rawlings
 
and Carter offered the following example of how to work with
 
women, while acknowledging the relationship between benefit
 
and cost.  If a woman identifies herself as operating from
 
the traditional style where she lives for others and is a
 
caregiver, she might choose an alternative; an alternative
 
might be to focus on more self definition and a sense of
 
interdependence.  Once the woman has identified her existing
 
pattern and an alternative, she then looks at costs and
 
benefits of both.  For example, benefits for her traditional
 
role might include: an already established meaning base,
 
emotional security, and possible built in warmth and
 
nurturing.  Costs of changing might include: loss of
 
personal identity, rejection from others, and resentment
 
toward others who do not appreciate the change.  Rawlings
 
and Carter suggested that once these issues, benefits and
 
costs are clearly understood, then creative and affirming
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ways can be explored which allow adjustments.
 
Transactional Analysis, Gestalt Therapy, and Reframing
 
Models
 
Another model which offered a framework for exploring
 
assertiveness issues is Transactional Analysis (Steiner,
 
1974).  This approach suggests addressing stereotypes and
 
change through the use of scripts which earmark the roles of
 
parent, adult, and child.  Although this approach has been
 
popular, according to Enns (1992), it does not address the
 
interchange of social and political pressures that women
 
face.  Enns believed creating a vehicle for change is one
 
thing, but acknowledging sensitive responses to changes
 
toward assertiveness behavior, is another.  Some research
 
suggested that, with changes to more assertive behavior
 
comes the responsibility from therapists, tc guide and
 
educate women toward the development of negotiation skills,
 
explore ways to reframe situations, and handle difficult
 
responses to desired changes (Smith & Siegel, 1985).
 
Enns (1987) purported that Gestalt therapy sensitively
 
and creatively offers a framework which helps a woman look
 
at benefits and costs through a series of hands-on
 
techniques.  Some of these include: fantasy exercises, two-

chair dialogues, and language changing experiments that
 
encourage the participant to focus on possible gender
 
restrictions.  Two-chair exercises can often help women
 
visualize the extremes of nontraditional behaviors verses
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traditional roles and behavior.  Enns suggested that this
 
approach can help women transition from exploring the
 
influence of "shoulds" to the experience of "wants".
 
Another way to respond to the risks of assertiveness
 
change is through exploration of reframing skills (Johnson,
 
1976).  Rather than identify behaviors of caregiving and
 
dependency as weak or bad, reframing seeks to acknowledge
 
meaning and identify ways behaviors have worked for women.
 
Johnson further stated that part of being able to embrace
 
more assertive behavior is the need for women to feel good
 
about themselves, and women feel better about themselves
 
when they can rename their behaviors as behaviors which
 
influence society.  This approach is seen as a proactive
 
building process that acknowledges meaning in all behaviors,
 
rather than breaking apart dependency and caregiving
 
behaviors that seem the opposite of assertiveness.
 
It appeared clear from some of the literature that
 
assertiveness training should be approached with sensitivity
 
and  caution.  Some professionals responded to the blunt
 
edge of this training and attempted to modify and expand
 
this approach to be more sensitive to the women's social
 
environment (Brody, 1988; Enns, 1992).
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Counseling Interventions in Consciousness Raising and
 
Assertivenss Groups
 
Creating Awareness Exercises
 
Osborn and Harris (1973) put together a variety of
 
assertiveness group exercises which address the major
 
limitations of the assertiveness and consciousness raising
 
models.  They suggested that assertiveness groups should
 
begin with exercises that enhance self awareness.  Some of
 
these techniques included:
 
Introduction Circle:  Group members stand in a circle
 
and introduce themselves in the most assertive way they can
 
think of.  Each woman has three turns and can choose any
 
name she wishes.
 
Mini-Sketch:  Each woman has 39 seconds to describe her
 
unique background, emphasizincstt any influences regarding
 
assertive behavior.
 
Self-Image Board:  A large board is presented
 
containing many pictures of women on it.  Each group member
 
selects the pictures of women they relate to.  Discussion
 
follow. Then the women choose whom they think looks
 
assertive.
 
Mill:  With only background music playing, group
 
members close their eyes and explore everything in the room
 
through touch.  The object is to become more aware of other
 
senses.
 
Blind Walk:  Members get a partner and take each other
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on a walk, with one woman partner keeping her eyes shut.
 
This exercise often brings up issues of dependency and trust
 
for discussion.
 
Critical Mirror:  Each member imagines she is looking
 
into a mirror and has a conversation with herself, using
 
"shoulds" and "shouldn'ts", language.  After playing the
 
receiver, the member plays the critical role.  This exercise
 
can create awareness as to the critical role the member
 
plays with herself.
 
Initial Physical Contact Exercises
 
Osborn and Harris (1975) stated that exercises
 
involving physical contact can create discussion about
 
power, control, strength, and weakness.
 
Yes-No Pushing:  Women  air up with someone similar to
 
their size.  They stand facing each other and place their
 
hands together, pushing against each other.  One shouts yes,
 
while the other shouts, no.  They then switch roles.
 
Discussion follows.
 
Press:  Two women face each other, placing both hands
 
on the shoulders of the other while one partner tries to
 
press the other to the ground.  The partner has no
 
instructions, she can comply or resist.  Discussion follows.
 
Sex Role Stereotype Exercises
 
Osborn and Harris (1975) acknowledged that one of the
 
primary issues raised in women's assertiveness groups is the
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concern of becoming more "masculine" as opposed to
 
assertive.  They sought to address these concerns about
 
stereotypical images of masculinity and femininity by
 
developing the following exercises:
 
Clobber Words:  Sex roles are strongly reflected by
 
language which has social value connected to it.  This
 
exercise involves making a list of "clobber" words or
 
stereotypical words that are used to control the behavior of
 
women.  These could be:  "brassy", "castrating", "bitch",
 
"frigid", "whore", "irrational", "unfeminine", "aggressive",
 
"dyke", and "domineering".
 
Listing Sex-Role Expectations:  Members make lists of
 
all the expectations and rules that they recall from their
 
friends, family, school, and work experiences, and also list
 
those they place on themself.  Discussion follows wherein
 
members examine all the ways they do not meet the various
 
expectations and the consequences for not doing so.
 
Dividing the Room:  The counselor divides the room into
 
a masculine and feminine side.  The members act in
 
stereotypical ways of men on the one side and women on the
 
other side. They then change sides.  Discussion follows
 
regarding feelings about playing both roles and whether the
 
individuals they associate with act similarly to these
 
roles.
 
Dominant Characteristics Reversal:  Each member lists
 
several of her dominant personality characteristics.  After
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choosing the reflective words, the member identifies what
 
she thinks as opposite words to dominant.  She then imagines
 
that she is also this person.  She imagines how it feels to
 
be both.  Discussion follows.
 
Sex Role Reversal:  Female members are instructed that
 
now their sex is reversed. They are now male.  They become
 
aware of their different bodies, consider what ways their
 
lives are different, and how they feel about this.  The
 
counselor then tells the members to change back and
 
reconnect with the feelings of their own bodies.  They then
 
compare their experiences.
 
Male-Female Sexuality:  Five art drawings are selected
 
showing heterosexual couples making love to each other.  The
 
pictures portray no aggression from one sex to the other.
 
Group members then write a script for each picture
 
interpreting what they see happening.  They then reverse the
 
roles in their scripts.  The group discusses consequences of
 
alterations in roles.
 
Good Girl-Bad Girl:  Group members pair up. One plays
 
the stereotypical good girl, the other the stereotypical bad
 
girl.  They visit, sharing the advantages they have had
 
being a good or bad girl.  They then switch roles.
 
Discussion follows about the impact of strong-weak, helper-

helpless, submissive-assertive, roles.  This exercise helps
 
identify polarities.
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Hand Dialogue:  The group members sit comfortably and
 
focus on their hands.  They are asked to carry on a silent
 
conversation between their two hands.  The members then
 
discuss the nature of the communication they had between
 
their hands.  Was one hand masculine and the other feminine?
 
What is a Person:  One group member lies down on a
 
large sheet of paper, while another outlines her body.  Then
 
each group member writes down personal qualities she
 
possesses, and identifies what qualities she perceives to be
 
male and female (Osborn & Harris, 1974).
 
Assertiveness literature is numerous, and as stated
 
earlier  covers a wide range of styles and theoretical
 
orientations.  This paper has sought to highlight aspects of
 
literature that addressed the following:  stigma and
 
alcoholism, bias and expectations of alcohol, biases of
 
professionals toward female alcoholics, attitudes toward
 
female alcoholics: alcoholics/non-alcoholics, codependency,
 
emotional reactions of alcohol dependent women, health
 
concerns, male and female differences: social differences,
 
physiological differences, consciousness raising and
 
assertiveness groups: combined approach, gender role
 
analysis, counseling interventions in consciousness raising
 
and assertiveness groups: creating awareness exercises,
 
initial physical contact exercises, and sex-role stereotype
 
exercises. assertiveness issues in women, sex-role
 
stereotypes, issues among female alcoholics, and ways to
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address the special needs of female alcoholics in
 
stereotypical society.
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3. METHODOLOGY
 
Design of the Study
 
This study employed an experimental group design in
 
order to see if there was any difference in sex-role
 
attitudes (more masculine or feminine scores as stated by
 
BEM 1981) among female alcoholics after participation in
 
three assertiveness sessions.
 
Demographics of study participants included the
 
following: average age was 21-50, gender was female, ethnic
 
origin was primarily European American, employment consisted
 
of professional women and homemakers, income ranged mostly
 
from 24-48,000, and most had some religious affiliation.
 
This population was further characterized by and
 
limited to the following types of women:  Alcohol dependent
 
women who had gone through inpatient treatment and were
 
currently in ongoing aftercare groups, women who had
 
attended aftercare treatment between the dates August 1,
 
1995 and October 1, 1995 and women who had volunteered to
 
participate in the study. Finally, all of the treatments
 
were administered by the researcher.
 
The scope of inference for this study was determined by
 
the preceding definitions.  Since the alcohol treatment
 
centers were not chosen randomly from across the state of
 
Oregon, statistical inference beyond the five centers can
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not be attempted.  The subjects who participated in this
 
study were randomly chosen from the pool of women
 
volunteering at each Treatment center. Therefore
 
generalizations can not be made about all clients at each
 
center.
 
There was a total of 59 women who participated in the
 
study. Ten women dropped out and did not complete the post
 
test. Some of those who dropped out graduated early from
 
their aftercare programs.  Other women who dropped out of
 
the study called in saying they had forgotten group. Some
 
quit.
 
There was one experimental group which received three
 
assertiveness sessions, and one control group which received
 
three standard aftercare treatment sessions in place of
 
usual treatment.  There were four to eight alcoholic women
 
in each group.  This process was repeated five times among
 
29 experimental and 27 control subjects.  The experimental
 
group had three hours of assertiveness sessions in place of
 
three hours of the standard aftercare group.  The control
 
group had three hours of group focusing on recovery goals.
 
Originally, Serenity Lane in Eugene, Oregon was the
 
only treatment center considered for the study.  However,
 
after  several months of discussion with the directors, it
 
became clear there were not enough women from which to draw
 
an adequate sample.  Therefore, in June and July of 1995,
 
this researcher interviewed and evaluated the possible
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involvement of other treatment centers in the State of
 
Oregon.  These included Serenity Lane in Portland, Serenity
 
Lane in Salem, Letty Owens House in Portland, ASCAP Alcohol
 
Program in Portland, CODA Treatment Programs in Portland,
 
Mountain Creek Treatment Center in Newberg, Willamette
 
Treatment in Eugene, DePaul in Portland, Milestones in
 
Corvallis, Benton County Mental Health in Corvallis, and
 
Tualiton Valley Mental Health in Tigard.  After ongoing
 
discussions and interviews with each of the above mentioned
 
centers, five were eliminated from the study. These centers
 
were eliminated for the following reasons:  Lack of response
 
to this researchers invitation, lack of random assignment of
 
clients, lack of provision of women for this study, too few
 
alcohol primary women to form a single group, and lack of
 
comfort with research for their population.
 
The five Treatment centers chosen for the study were
 
Eugene Serenity Lane, Salem Serenity Lane, Letty Owens
 
House, and Willamette Treatment Center.  These centers were
 
chosen because they were able to operate within the confines
 
of this study, and because they believed the results of the
 
research project would be helpful to their future program
 
and planning.
 
The five treatment centers chosen demonstrated
 
cooperation with the the study protocol and timelines and
 
saw the benefit to their counselors in terms of a lighter
 
three-week work load. In addition, the centers saw that the
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study offered a different and potentially interesting
 
treatment to their clients.
 
The study settings were all alcohol treatment centers
 
which included aftercare components for women.  These
 
aftercare groups provided any where from one to nine months
 
of treatment depending on the woman's needs and resources.
 
In addition the decrease of slot funding from the state and
 
lower insurance payments had caused the length of treatment
 
to vary.  Typical services of the centers included medically
 
directed programs, intensive family programs, extended care
 
groups, and individual counseling.
 
The expertise of the five selected treatment centers
 
lay in the following areas:  Intervention Services;
 
Screening and Referral; Evaluation and Assessment; Inpatient
 
Treatment; Intensive Outpatient Treatment and Aftercare
 
Support; and, Family Involvement.
 
Procedure
 
For all five treatment centers the same procedure was
 
followed.  First, an invitation was made to the acting
 
director and counselor(s) involved in aftercare.  Second,
 
once the director and staff understood and supported the
 
research, invitations were made by the researcher to the
 
group members themselves.  Informed consent slips were
 
signed at this time by those choosing to participate in the
 
study.  At the completion of this stage, the participants
 
were told they had been randomly assigned to an experimental
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or control group and what time and place it would meet.
 
Third, the three week experimental or control treatment was
 
administered.  Fourth, a free three hour workshop was
 
offered at the close of the study to those in the control
 
group, reflecting the same activities and discussion of the
 
experimental group.
 
Time Line 
Proposal submitted  Feb 15, 1995 
Proposal meeting approved  March 13, 1995 
OSU human subjects approved  April 5,  1995 
Research start date  June 1,  1995 
Research intervention completed  September 25, 1995 
Data analysis  September 28­
October 9, 1995 
Results written  October 1-Nov, 1995 
Submitted to committee  November 28, 1995 
Defended  December 11, 1995. 83 
Budget 
BEM Sex Role Inventory Packet  85.00 
(includes manual, key 
and 75 copies) 
Literature  150.00 
Travel expenses  400.00 
Phone calls  150.00 
Analysis of data  200.00 
Total:  $985.00
 
Instrument
 
The instrument that was utilized for this study was the
 
BEM Sex Role Inventory (SRI) by Sandra Bem in 1981.  The SRI
 
was designed as a testing tool to assess psychological
 
androgyny and to look at sex-role attitudes.  This test was
 
initially reported in the 1974 issue of the Journal of
 
Consulting and Clinical Psycholoay.  It contains sixty
 
personality characteristics clustered in the following three
 
sections:
 
Section 1)  Twenty characteristics which are
 
stereotypically feminine, such as affectionate, gentle,
 
understanding, sensitive to the needs of others.
 
Section 2)  Twenty characteristics which are
 
stereotypically masculine, such as ambitious, self-reliant,
 
independent, assertive.
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Section 3)  Twenty characteristics which are filler
 
items such as truthful, happy, conceited.
 
When taking the SRI, the individual is asked to respond
 
on a seven-point scale as to how well each of the 60
 
characteristics describes him or herself.  The scale options
 
range from one  never or almost never true, to seven
 
always or almost always true.
 
The SRI is distinguished from most masculinity-

femininity scales.  First, it treats masculinity and
 
femininity as two independent dimensions rather than as two
 
ends of a single dimension.  This allows a subject to state
 
whether they are high on both dimensions ("androgynous"),
 
low on both dimensions ("undifferentiated"), or high on one
 
dimension but low on the other (either "feminine" or
 
"masculine").  Based on a previous study by Shelley (1986),
 
it is believed that higher feminine scores reflect lower
 
assertiveness skills and are more common among alcoholic
 
women.  In addition, Shelley found the androgynous and
 
masculine category were underrepresented.
 
Secondly, the SRI is based on the conception that the
 
traditional gender-typed male and female is closely attuned
 
to cultural definitions of sex-appropriate behavior. This
 
construct provides a standard that ones own behavior is
 
compared against(Bem, 1981).  Bem further suggests that men
 
and women behave in ways that support the idealized image of
 
femininity or masculinity they have, and will avoid
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behaviors that negate their image.  Based on this premise,
 
Bem selected items as feminine or masculine on the basis of
 
European-American cultural definitions of sex-typed social
 
desirability.
 
The SRI manual suggests that research participants be
 
classified on the basis of a median split and into four
 
specific sex-role groups.  1)  feminine, 2)  masculine,  3)
 
androgynous,  4) undifferentiated.  Bem (1981) has loaded
 
feminine items with the following stereotypical words:
 
affectionate, cheerful, childlike, compassionate, does not
 
use harsh language, eager to soothe hurt feelings, feminine,
 
flatterable, gentle, gullible, loves children, loyal,
 
sensitive to the needs of others, shy, soft-spoken,
 
sympathetic, tender, understanding, warm, yielding.
 
Bem (1981) has loaded masculine items with the
 
following stereotypical words: acts as a leader, aggressive,
 
ambitious, analytical, assertive, athletic, competitive,
 
defends own beliefs, dominant, forceful, has leadership
 
abilities, independent, individualistic, makes decisions
 
easily, masculine, self-reliant, self-sufficient, strong
 
personality, willing to take a stand, willing to take risks.
 
The assumption of this research study was that a more
 
positive score on the feminine BEM scale reflects more
 
passive and codependent behavior (Gomberg, 1993; Shelley,
 
1986), and scoring a more negative score on the masculine
 
scale reflects more assertive attitudes as defined by some
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assertiveness literature (Alberti & Emmons, 1974; Enns,
 
1992; Osborn & Harris, 1975; Phelps & Austin, 1975).
 
Scoring high on both masculine and feminine scales reflects
 
an androgyny rating.  This androgyny rating would also
 
reflect components of assertive behavior due to the high
 
masculine scores, whereas, scoring low on both masculine and
 
feminine scales reflects low assertiveness skills and
 
confusion (Bem, 1981).
 
BEM Scoring
 
Normative data done by Bem (1981), defines mean scores
 
for women as follows:  femininity = 5.05 and masculinity =
 
4.79.  Mean scores for males are: femininity = 4.59 and
 
masculinity = 5.12.  The raw score tables in the BEM start
 
from 1.00 and go to 7.00.  Therefore, in scoring women,
 
scores on the femininity scale below 5.05 fall below the
 
average in femininity for normative women.  On the
 
masculinity scale, scores above 4.79 imply higher
 
masculinity scores than the norm for women.
 
Once the masculine, feminine, and total scores have
 
been calculated, there are three separate scores
 
demonstrating the difference on the three dimensions to then
 
compare with the control group scores.  The scores are then
 
plotted according to those three dimensions.  Each score
 
corresponds to the change for an individual subject between
 
the pre and post test.  A hypothetical example of this is
 
reflected in table 1.
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TABLE 1
 
Pre  'post.
 
m  10  20  =  change m  =  -10
 
f  12  24  =  change f  =  -12
 
t  52  54  = change t = -2
 
The Treatment
 
The treatment consisted of three one hour sessions
 
which addressed three aspects of assertiveness:  1) creating
 
personal awareness, 2) assertive verbal responses, 3)  sex-

role clarification.  These activities represented a
 
combination of group process theory and social learning
 
theory (Osborn & Harris, 1975), and involved participants in
 
an active way. This hands on, combined assertiveness
 
training approach, reflected the assertiveness literature
 
which supports teaching assertiveness skills through any of
 
the following techniques: modeling, reinforcement,
 
relaxation, audio or videotape feedback, therapist coaching,
 
cognitive restructuring, role reversal, self-evaluation,
 
group discussions, therapist exhortations, homework
 
assignments, bibliotherapy, and training in nonverbal
 
expression  (Galassi & Galassi, 1978).
 
At least one study (Ingram & Salzberg, 1990) found that
 
hands on assertiveness exercises were more effective than
 
homework assignments.  Further, Ingram and Salzberg found
 
that and that homework assignments may actually reduce
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patient's creativity, as opposed to hands on group
 
activities.  Finally, some assertiveness professionals
 
suggest that assertiveness training span over several
 
sessions so as to cover the following aspects of
 
assertiveness training: sex-role clarification, awareness
 
exercises, and assertive verbal responses (Enns, 1992;
 
Osborn & Harris, 1975).
 
Description of Sessions
 
The following exercises were selected as the treatment
 
for the experimental group and are described below:
 
Session 1) Creating personal awareness.  The selected
 
exercises were designed to help group participants become
 
aware of their feelings, needs, wants and be able to
 
identify them (Osborn & Harris, 1975).
 
Exercise A and B were the exercises done during the
 
first experimental group.  They were focussed on
 
establishing introductions, gaining rapport, and introducing
 
the topic of assertiveness.
 
A.  Introduction circle:  During this exercise group
 
members stood in a circle and introduced themselves to each
 
other in the most assertive way they could think of.  They
 
had three turns and could choose any name to identify
 
themselves that they wished. Discussion followed, focusing
 
on feelings surrounding acting assertively.
 
B.  Self-image board:  This exercise began with a large
 
board containing many pictures of women.  Each group member
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selected pictures with whom they related.  Then participants
 
chose the women they thought looked most assertive.
 
Discussion followed, focusing on visual and societal
 
stereotypes and how they influence stereotypes of assertive
 
behavior and femininity.
 
Session 2) Practicing assertiveness verbal responses.
 
The selected exercises in this modular were designed to help
 
group participants practice positive aspects of being
 
assertive.  In addition, Osborn and Harris (1975) suggested
 
that these exercises help clarify differences between
 
"pushy", "loud", and "unfeminine" and "healthy, assertive
 
behavior"  (p. 109).
 
A.  Up-Down:  This was an exercise where one women
 
stood on a chair or sat higher than her partner, while the
 
other sat on the floor.  Participants were invited to talk
 
about their feelings of dominance and being dominated.
 
After 5-10 minutes they were asked to change positions.
 
Discussion followed, focusing on how it felt to be dominant
 
or submissive and then to change places.
 
B.  Sentence Completion:  This exercise invited group
 
members to complete the sentence, "An assertive woman
 
is...", by going around the circle in a quick manner, saying
 
what ever came to mind.  Discussion followed focusing on
 
exploring definitions of assertive behavior.
 
C.  Assertive statements and questions:  In this
 
exercise women chose a partner and were presented with
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several assertive statements and questions which they
 
practiced verbalizing.  For example:  "It is not okay for
 
you to call me names or threaten me when I won't lie for
 
you."  Discussion followed, focusing on how it felt to act
 
assertively toward another person.
 
Session 3)  Sex-role exploration.  The following
 
exercises were originally developed to address women's
 
feelings about femininity and masculinity and address
 
concerns that becoming more assertive means becoming more
 
masculine (Osborn & Harris, 1975).
 
A.  Clobber words:  Group members listed on a piece of
 
paper every stereotypical word they could think of
 
describing women.  Discussion followed, focusing on
 
stereotypes of women and how group members reacted to them.
 
B.  Listing sex-role expectations. Group members made
 
up lists of rules and expectations for sex-roles that they
 
recalled from their family and social network.  Discussion
 
followed, focusing on feelings and messages that were given
 
regarding "being feminine".
 
C.  Shoulds:  This was where group members sat opposite
 
an empty chair or across from a partner and shared all of
 
the "shoulds" connected with being a good and acceptable
 
woman (Osborn & Harris, 1975).  Discussion followed,
 
focusing on expectations of being an acceptable woman.
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Hypothesis and Research Questions
 
This section describes the hypothesis and research
 
questions of this study.
 
Hypothesis
 
Alcoholic women in aftercare who have received an
 
assertiveness group treatment with an emphasis on awareness
 
building, practice of assertiveness verbal responses, and
 
sex-role exploration (experimental group) will demonstrate
 
more negative masculinity scores on the BEM Post test than
 
those who do not receive an assertiveness group treatment
 
(control group).
 
Research Question 1
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test total score than alcoholic women in
 
aftercare who receive usual treatment?
 
Research Question 2
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test masculine score than alcoholic women in
 
aftercare who receive usual treatment?
 
Research Question 3
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test feminine score than alcoholic women in
 
aftercare who receive usual treatment?
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Research Question 4
 
Among age groups and alcoholic women in aftercare, will
 
there be a score difference on the BEM pre and post test
 
between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
received usual treatment?
 
Research Question 5
 
Among religious groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM pre
 
and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research Question 6
 
Among ethnic groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM pre and post
 
test between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
received usual treatment?
 
Research Question 7
 
Among income groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM pre and post
 
test between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
received usual treatment?
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Research Question 8
 
Among marital status and alcoholic women in aftercare,
 
will there be a score difference on the BEM pre and post
 
test between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
received usual treatment?
 
Research Question 9
 
Among employment groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM pre
 
and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research Question 10
 
Among the varied length of treatments and alcoholic
 
women in aftercare, will there be a score difference on the
 
BEM pre and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research Question 11
 
Among female alcoholics in aftercare who completed the
 
BEM pretest and assertiveness group treatment and those who
 
only completed the BEM pre test, is there a total score
 
difference between the experimental group and control group?
 
Research Question 12
 
Among female alcoholics in aftercare who dropped out of
 
the study, is there a BEM score difference between the
 94 
control group drop outs and experimental group drop outs?
 
Data Analysis
 
Data was analyzed using Analysis of variance (ANOVA)
  .
 
The following table illustrates this method as it relates to
 
the 59 participants.
 
TABLE 2:  Analysis of variance
 
SOURCE OF VARIATION  d.f.  Note 
Center  4 
Treatment =(Trt)  1 
Center*Trt  4  Measures consistency of 
treatment effects 
across  centers. 
Group (center trt)  0  Direct experimental error. 
Variation between grps 
treated 
the same. 
Subj  (grp cntr trt)  39  Within experimental unit 
variation. 
Total  48 
df:  The degrees of freedom correspond to the
 
associated number of x levels for a factor in this study.
 
For example, there are two factors (treatment center and
 
treatments).  The factor for treatment center has five
 
levels (each treatment center) and the factor for treatment
 
has two levels (experimental and control group).  The
 
degrees of freedom for a factor is determined by the number
 
of levels less one, since a degree of freedom is lost for
 
estimating the overall factor mean (Mean, 1988).
 
The analysis of variance model was simplified to
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provide more precision and greater power for the statistical
 
tests.  This process was done by comparing the treatment
 
centers to the subjects within the groups.  Since the
 
resulting F ration provided a p-value of .9479 there was
 
enough evidence to assume that there was only subject-to­
subject variation present regarding the treatment, rather
 
than an extreme variation between treatment centers,
 
potentially influencing the treatment. The small p-value of
 
.9479, allowed for a simplified analysis of variance.
 
Sampling Procedure
 
Participants were invited during attendance at their
 
aftercare group meeting to participate in this study.
 
Invitation to participate was done verbally by the
 
researcher stating that research was being conducted on a
 
therapeutic treatment approach and that those agreeing to
 
participate would be randomly assigned to one of two groups.
 
Participants were invited to the study through an informed
 
consent and letter of invitation that stated that one group
 
would receive a therapeutic treatment and one would receive
 
usual aftercare treatment. This form was read and signed
 
prior to participation (See appendix A).  At the first
 
scheduled research group, participants were given a BEM
 
pretest followed by three group sessions.  At the conclusion
 
of the third group participants were given a BEM post test
 
and a demographics questionnaire.  Those who agreed to
 
participate were assigned at random to be in either a
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control group or experimental group.  This was done by
 
drawing names out of a box and assigning every other woman
 
to one group or the other (Bryman, 1989).
 
This study used the method of convenience sampling
 
process, wherein a researcher gathers data on a sample of
 
persons or firms,  or simply a sample that was available to
 
the researcher (Bryman,  1989). Mitchell (1985) suggests
 
that only 17% of samples are purely random, and that the
 
majority of researchers use the convenience sample method.
 
Bryman (1988) suggests four guidelines with regard to
 
sampling, which this study meets in the following ways:
 
1) Even though it can be helpful to have a larger
 
sample, it is also true that a law of diminishing returns
 
can decrease accuracy as the sample size increases.  Once a
 
particular sample size is reached relative to a particular
 
population, additional sampling numbers only yield small
 
increments of accuracy. Furthermore, Bryman (1988) suggests
 
that since larger sample numbers only yield small degrees of
 
increased accuracy, that economic and time considerations be
 
considered when choosing a sample size.  This study was
 
operating within budgetary and time limits, therefore, the
 
sample size reflected a smaller but statistically
 
appropriate number.
 
2)  The more heterogeneous (varied) the population, the
 
larger the sample, whereas a homogeneous (similar) sample
 
may be significant with much smaller numbers, such as with
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an alcoholic female population.  This study addressed a
 
homogeneous population of female alcoholics which allowed a
 
smaller sample size.
 
3)  The researcher must anticipate the type of
 
statistical analysis they will use.  For example, using
 
cross-tabulation requires a larger population.  Otherwise,
 
there could be a variety of variables and cells with low
 
numbers in them.  The data analysis being used was not
 
cross-tabulation but analysis of variance.  This analysis
 
addressed limited variables thus supporting the use of
 
smaller sample numbers.
 
4)  Studies utilizing a large sample size are
 
appropriate if there are grounds that a good number of
 
people might refuse to participate in the study. This study
 
did not expect that large numbers of alcoholic women would
 
refuse the study due to its positive, therapeutic nature.
 
Therefore smaller numbers were warranted.
 
Pre-Post Test Considerations
 
Campbell and Stanley (1963) suggested analyzing the
 
data of those who fail to take the post test in the pre-post
 
test study.  This procedure offers information about a
 
difference between  subjects who quit and those who take the
 
post test.  This study, therefore, analyzed data from the
 
ten participants who dropped out of the study and did not
 
take the post test.
 
Of the 59 total participants, only 49 can be considered
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as completing the study.  However, the significance
 
difference and degrees of freedom between 50 and 60 subjects
 
exists only in the thousandth place on a standard t-table
 
(Campbell & Stanley, 1963).  Therefore the available pool of
 
completed subjects is presented as appropriate for
 
statistical analysis.
 
Bias
 
To help prevent the problem of group members talking to
 
each other about their individual treatments, subjects were
 
asked in written and verbal form not to talk to other
 
participants about the study until it had concluded.  In
 
addition, those not exposed to the assertiveness training
 
were offered a three hour assertiveness workshop at the end
 
of the project, reflecting the treatment which was offered
 
to the experimental group.  In addition, project results
 
were  mailed to those who indicated interested.
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4.  RESULTS
 
Introduction
 
Results of this study are discussed in text and
 
presented in table form in the following groupings of
 
research questions and hypothesis:
 
1.  Hypothesis and research questions concerning
 
assertiveness attitudes of female alcoholics in aftercare
 
who have received assertiveness group treatment and those
 
who have  received usual aftercare treatment.
 
2.  Research questions regarding demographic
 
differences among female alcoholics in aftercare treatment
 
who have received assertiveness group treatment and those
 
who have received usual aftercare treatment.
 
Significance Level Tested
 
All of the following research questions were tested
 
using p-value at the .05 significance level.  All tables
 
representing research questions include: 1) the mean for the
 
change in scores as it relates to each question and
 
category; 2) the standard deviation (SD) which describes the
 
spread of the data from the mean of the group. The SD is
 
broad in each question due to the wide range of BEM scores
 
ranging from low negatives to high positives and the varied
 
numbers in each group; 3) Minimum and Maximum scores are
 
included to reflect the range of scores as it relates to
 
each question; 4) F-statistic is provided;  5) p-value is
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provided.
 
Research Question 1
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test total score than alcoholic women in
 
aftercare who receive usual treatment?
 
Research question 1 was analyzed by compiling the raw
 
scores, standard scores, and t scores, reflecting the
 
following three seperate scores, total, masculine and
 
feminine.  To test the total change score a simplified ANOVA
 
was utilized.  The means, standard deviations, F scat, and
 
p-value are presented in Table 1.
 
There was no evidence of any significant difference
 
between the change in the total scores of the BEM survey for
 
the experimental group and the change for the control group.
 
TABLE 1
 
Source  n  mean  SD  min-max  F-stat  P-value
 
0=trt  27  .33  10.42  -3,27  1.91  .18
 
1=control  22  1.36  5.56  -10,13
 
Research Question 2
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test masculine score than alcoholic women in
 
aftercare who receive usual treatment?
 
Research question 2 was tested using a simplied ANOVA
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design measuring only the masculine scores of both
 
experimental and control groups.  The means, standard
 
deviations, F stat and p-value are presented in Table 2.
 
There was strong evidence that the attitude change
 
reflected in the masculine score showed significantly more
 
assertiveness for the experimental group than the attitude
 
change reflected in the masculine score for the control
 
group.
 
TABLE 2
 
Source  n  mean  SD  min-max  F-stat  p-value
 
0=trt  27  -5.74  4.98  -18,4  9.0  .0045
 
l= control  22  -1.91  3.6  -11,4
 
Research Question 3
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test feminine score than alcoholic women in
 
aftercare who receive usual treatment?
 
Research question 3, was tested using a simplified
 
ANOVA of the feminine scores on both experimental and
 
control groups.  The mean, standard deviations, F stat and
 
p-value are presented in Table 3.
 
There was no significant difference between the change
 
in the feminine scores for the experimental group and the
 
change for the control group across all treatment centers.
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TABLE 3
 
Source  n  mean  SD  min-max  F-stat  p-value
 
G=trt  27  -3.85  12.71  -42,35  3.09  .0941
 
1=control  22  .046  7.59  -13,18
 
Hypothesis
 
Alcoholic women in aftercare who have received an
 
assertiveness group treatment with an emphasis on awareness
 
building, practice of assertiveness verbal responses, and
 
sex-role exploration (experimental group) will demonstrate
 
more negative masculinity scores on the BEM post test than
 
those who do not receive an assertiveness group treatment
 
(control group).
 
The hypothesis was tested by using a simplied ANOVA of
 
the pre and post test change scores.  The mean, standard
 
deviation, F stat, and p-value are reflected in Table 4.
 
There was strong evidence that the change in the
 
masculine score reflected significantly more assertive
 
attitudes for the experimental group than the attitudes
 
reflected in the masculine score for the control group.
 
TABLE 4
 
Source  n  mean  SD  min-max  F-stat  p-value
 
0=trt  27  -5.74  4.98  -18,4  9.0  .0045
 
1=control  22  -1.91  3.6  -11,4
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Research Question 4
 
Demographics
 
Among age groups and alcoholic women in aftercare, will
 
there be a score difference on the BEM pre and post test,
 
between the experimental group who has received
 
assertiveness group treatment, and the control group
 
receiving usual treatment?
 
Research question 4 used an ANOVA to evaluate
 
differences among age groups and attitudes of experimental
 
and control groups.  The question that the women in
 
aftercare responded to, is as follows: What is your age?  A.
 
21-30, B. 30-40, C. 40-50, D. 50-60, E. over 60.  Category D
 
(50-60), and E (over 60), were collapsed due to small
 
representation.  An ANOVA was done on A, B,  C, of question
 
1.  The mean, standard deviation, and p value are presented
 
in Table 5 and were calculated on the total score of the
 
BEM.
 
There was no evidence of any significant difference
 
among the individual category levels included in question 1
 
and change in the total BEM scores for the experimental and
 
control groups.
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TLELE 5
 
Dl  n  mean  SL's  min-max  total p-value
 
a. exp.	  13  2.38  10.29  -17,27  .34
 
cont. 13  .77  4.44  -7,9
 
b. exp.	  12  -1.25  11.42  -24,11
 
cont.  8  .88  6.22  -10,12
 
c. exp.	  2  -3.5  2.12  -5,-2
 
cont.  1  13  13
 
Research Question 5
 
Among religious groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM pre
 
and post test, between the experimental group who has
 
received assertiveness group treatment, and the control
 
group who has received usual treatment?
 
Research question 5 used an ANOVA to evaluate
 
differences among religious groups and attitudes of
 
experimental and control groups.  The question that the
 
women in aftercare responded to, is as follows: What, if
 
any, is your religious preference now?  A. none, B.
 
Catholic, C. Protestant, D. Non-Denomational, E. Jewish, F.
 
Other.  All six categories had representative responses and
 
were used in the analysis.  Findings are presented in Table
 
6.
 
There was no evidence of any significant difference
 
between the individual category levels included in question
 
2 and the BEM attitude total scores for the experimental or
 
control groups.
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TABLE  6
 
D2  trt  n  mean  SD  min-max  total p-value 
A.  0  6  -33  11.78  -24,7  .32 
1  5  4  4.95  0,12 
B.	  0  NONE---­
1  2  -1.5  .71  -2,-1
 
C.	  0  8  3  10.70  -8,27
 
1  5  3.6  7.93  -7,13
 
D.	  0  8  4.63  4.47  -2,11
 
1  8  -.5  5.13  -10,5
 
F.	  0  5  -10  10.58  -24,3
 
1  2  -.5  2.12  -2,1
 
Research Question  6
 
Among ethnic groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM pre and post
 
test, between the experimental group who has received
 
assertiveness group treatment, and the control group who has
 
received usual treatment?
 
Research question 6 used an ANOVA to evaluate
 
differences  among ethnic groups and attitudes of
 
experimental and control groups.  The question that the
 
women in aftercare responded to, is as follows: Which one of
 
the following best describes your ethnic background? A.
 
American Indian, B. Asian American or Pacific Islander, C.
 
African American, D. European American, E. Hispanic
 
American, F. Other.  Categories B & E were collapsed due to
 
no representation. The mean, standard deviation, F stat and
 
p-value are represented in Table 7.
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There was no evidence of any significant difference
 
between the individual category levels included in question
 
3 and the BEM total scores for the experimental and control
 
groups.
 
TABLE 7
 
D3  trt  n  mean  SD  min-max  total  p-value
 
A.	  0  NONE  .43
 
1	  3  .67  3.06  -2,4
 
C.	 0 1 8  8
 
1  NONE
 
D.	  0  22  .14  10.56  -10,13
 
F.	  0  4  -.5  11.82  -17,11
 
1	  5  1.6  6.66  -6,12
 
Research Question 7
 
Among income groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM pre and post
 
test, between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
received usual treatment?
 
Research question 7 used an ANOVA to test differences
 
between ethnic groups and attitudes of experimental and
 
control groups.  The question that the women in aftercare
 
responded to, is as follows: What is your typical yearly
 
household income?  A. Under 24,000, B. 24,001-48,000, C.
 
48,001-62,000, D. 62,001-88,000, and E. 88,001 and above.
 
Categories C,  D, and E were not analyzed due to lack of
 
adequate cell size.  The mean, standard deviations, F stat
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and p-value are presented in Table 8.
 
There was no evidence of any significant difference
 
between income levels included in question 4 and the BEM
 
total scores of the experimental and control groups.
 
TABLE 8
 
Dr  trt  n  mean  SD  min-max  total p-value
 
A.	  0  14  -.21  14.03  -24,27  .23
 
1  18  4.64  -7,12
 
B.	  0  7  -.57  3.78  -8,4
 
1  4  1.75  9.71  -10,13
 
C.	  0  4  3  3.46 -2, 6
 
1  NONE
 
D.	 0 1 9  9
 
1  NONE
 
E.	 0 1 -5  -5
 
1  NONE
 
Research Question  8
 
Among marital  status and alcoholic women in aftercare,
 
will there be a score difference on the BEM pre and post
 
test between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
received usual treatment?
 
Research question 8 used an ANOVA to evaluate
 
differences in marital status and attitudes among
 
experimental and control groups.  The question that the
 
women in aftercare responded to, is as follows: What is your
 
marital status?  A. Married, B. Separated, C. Divorced, D.
 
Widowed, E. Single.  Category D was eliminated due to lack
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of adequate cell size.  The mean, standard deviations, F
 
stat and p-value are presented in Table 9.
 
There was no evidence of any significant difference
 
between marital status categories included in question 5 and
 
the BEM total  scores for the experimental and control
 
groups.
 
TABLE  9
 
D5.  trt  n  mean  SD  min-max  total p-value
 
A.	  0  10  -1.3  7.39  -17,9  .41
 
1  9  3.22  6.89  -7,13
 
B.	  0  3  -3.33  17.93  -24,8
 
1  7  .2859  4.99  -10,4
 
C.	  0  8  4.38  10.72  -7,27
 
1  4  1.5  2.65  -1,5
 
E.	  0  6  -.5  11.69  -24,7
 
1  2  -3.5  3.54  -6,-1
 
Research Question 9
 
Among employment groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM pre
 
and post test, between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research question 9 used an ANOVA to evaluate
 
differences in employment status and attitudes of
 
experimental and control groups.  The question that the
 
women in aftercare responded to, is as follows:  Are you
 
presently employed?  A. Employed under 6 months, B. Employed
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6-12 months, C. Employed 12-24 months, D. Employed 2 or more
 
years.  All categories were analyzed using an ANOVA.  The
 
mean, standard deviations, F stat,  and p-value are
 
presented in Table 10.
 
There was no evidence of any significant difference
 
between the individual categories included in question 6 and
 
the BEM total scores for the experimental and control group.
 
TABLE 10
 
D6  trt  n  mean  SD  min-max  total p-value
 
A.	  0  13  -3.46  11.74  -24,9  .57
 
1  15  1.47  6.56  -10,13
 
B.	  0  3  .67  5.51  -3,7
 
1  2  2.5  3.54  0,5
 
C.	  0  6  5  11.28  -5,27
 
1  1 -1  1
 
D.	  0  5  4.4  4.28  0,11
 
1  4  1.0  2.94  -2,4
 
Research Question 10
 
Among varied lengths of treatment and alcoholic women
 
in aftercare, will there be a score difference on the BEM
 
pre and post test between the experimental group who has
 
received assertiveness group treatment and the control group
 
who has received usual treatment?
 
Research question 10 used an ANOVA to evaluate
 
difference in varied lenghts of treatment and attitudes of
 
experimental and control groups.  The question that the
 
women in aftercare responded to, is as follows: Which of the
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following best describes your involvement in aftercare
 
treatment?  A. Involved less than one month, B. Involved one
 
to three months, C. Involved three to six months, D.
 
Involved more than six months.
 
All categories were used in analysis.  In addition, an
 
0 category was added for "other" responses.  The mean,
 
standard deviations, F stat and p-value are presented in
 
Table 11.
 
There was no evidence of any significant difference
 
between the aftercare treatment levels included in question
 
7 and the BEM total scores for the experimental and control
 
groups.
 
TABLE 11
 
D7  trt  n  mean  SD  min-max  total p-value
 
A.	  0  13  -2.46  8.99  -24,7  .71
 
1  8  .13  4.39  -7,5
 
B.	  0  12  5.17  8.91  -8,27
 
1  7  3.71  8.34  -10,13
 
C.	  0  NONE
 
1  3 -1 0 -1
 
D.	 0 1 3  3
 
1  3  2  3.61  -2,5
 
0.	  0  1 -24  -24
 
1 1 0	  0
 
Research Question 11
 
Among female alcoholics in aftercare who completed the
 
BEM pre test and assertiveness treatment group and those who
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only completed the pre test, is there a difference between
 
the experimental group and control group?
 
Research question 11 was tested using a 2-sided t-test.
 
The mean, standard deviations, t stat, and p-value are
 
presented in Table 12.
 
Total Score
 
Evidence was found using a 2-sided t-test, to suggest
 
that the subjects who dropped out scored significantly
 
higher (reflecting less masculine attitudes) on the pre-test
 
BEM score than those subjects who completed the study; drop­
out mean was 63.9, and the completed mean was 52.53, t=2.81,
 
p = .005.
 
Masculine Score
 
There was evidence of a significant difference between
 
the masculine score of those who only completed the pre test
 
and the masculine score of subjects who completed the study,
 
z-sided t-test t=-2.92, p = .005.  This finding states that
 
all who dropped out demonstrated more masculine attitudes,
 
as defined by a more negative score, than the completed
 
subjects.
 
Feminine Score
 
There was no evidence that the feminine scores of those
 
who completed only the pre test and the feminine score of
 
subjects who completed the study differed significantly.
 
This was tested using a 2-sided t-test t=1.14, p= .259.
 
See Table 12.
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TABLE 12
 
95%c/I  in qrp  mean  SD  df
 
pre-total
 
drop-out  10  63.9  11.08  11.4  2.81  .005
 
3.3,19.5
 
complete  49  52.53  11.8
 
pre-fem  10  54  13.35  5.1  1.14  .259
 
49  48.9  12.74
 
pre-masc  10  33.2  9.0  -11.86  -2.92  .005
 
49  45.06  11.91
 
Research Question 12
 
Among female alcoholics in aftercare who dropped out of
 
the study, is there a BEM score difference between the
 
control group drop outs and the experimental group drop
 
outs?
 
There was not enough data to perform a reasonable test.
 
The means can be seen in Table 13.
 
TABLE 13
 
n  exp=0  n  control =l
 
mean  mean
 
pre-m  4  33.75  6  32.83
 
pre-f  54.22  53.83
 
pre-t  63.75  64
 
Pre-masc
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Normative Comparison to BEM
 
The pre test medians of this study were compared to the
 
normative medians among college students provided by Bem
 
(1981).  Both feminine and masculine scores of this study
 
fell under the normative medians provided by Bern (1981).
 
Since the normative data only reflected one administration
 
of the survey per person, only pre test scores could be
 
compared, not change scores.
 
TABLE 14 
BEM Medians  Alcohol Study Medians 
Femininity Raw Score  4.90  4.65 
Masculinity Raw Score  4.95  4.75 
Scoring lower than the BEM median on both femininity
 
and masculinity scales reflects an undifferentiated rating
 
according to BEM (1981).
 
Ceiling Effects
 
Data was analyzed to see if there were extreme score
 
differences among treatment groups and centers.  No extreme
 
differences were found among treatment groups.  This is
 
reflected in Appendix G.
 
Raw Scores
 
Raw scores reflecting pre and post test standard scores
 
can be reviewed in Appendix H.  Abreviated headings refer to
 
the following:
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OBS  Observation unit 
TRT  Treatment 1(experimenta1s)  0  (controls) 
PRM  Pre masculine score 
PRF  Pre feminine score 
PRT  Pre total score 
POM  Post masculine score 
POF  Post feminine score 
POT  Post total score 
CNTR  center  0 = Eugene S. Lane 
1 = Salem S. Lane 
2 = Portland S. Lane 
3 = Letty Owens House 
4 = Willamette Treatment Center 
CHNGM  Change in masculine score 
CHNGF  Change in feminine score 
CHNGT  Change in total score 115 
5.  SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
 
Chapter 5 contains a summary of the study, discusses
 
the findings related to each research question and
 
hypothesis, presents implications and conclusions of the
 
results and makes recommendations for further research.
 
Summary
 
Alcoholism has been steadily on the rise since the
 
1950s (Gomberg, 1993). It is estimated that female
 
alcoholics now make up at least 6% of the total population,
 
with the majority of these women not receiving treatment
 
(Yandow, 1989).  Yet even with this increase, the study of
 
female alcoholism was nearly non-existent until the last
 
decade.  Some professionals believe that part of the reason
 
alcoholic women do not often seek treatment is due to
 
societal stigmas that keep them in hiding or denial (Blume,
 
1990; Wilsnack, 1991).
 
Alcoholic women often reflect more traditional sex
 
roles and are more non-assertive than assertive (Kroft &
 
Leichner, 1987).  Assertive behavior has typically been
 
thought of as masculine, reflecting words such as
 
competence, independence, and assertiveness (Bem, 1981).
 
Lohr and Nix (1982) found that masculine gender role traits
 
are highly correlated with assertiveness, whereas feminine
 
traits are not.
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The literature suggests there is a relationship between
 
female alcoholics' attitudes toward their sex role identity
 
and their ability to be assertive (Shelley,  1986).
 
Furthermore, this relationship is influenced by societal
 
stigmas and stereotypes about female drinking that often
 
propel women into shame and hiding (Cook,1987,  Kurtz,1981).
 
Some literature has linked sex-roles  with addictions.
 
Shelley (1986) found that exaggerated sex-role behavior and
 
attitudes are linked to high rates of  alcoholism.  Despite
 
common images of "macho" males and "seductive" females,
 
female alcoholics saw themselves as primarily feminine, as
 
tested by Bem (1981).  How alcoholic women view their sex-

roles can influence their ability to be assertive (Enns,
 
1992).  These attitudes can be non-productive to recovery
 
and personal growth (Kirsch, 1987).
 
This study had two major purposes.  The first was to
 
determine if the effects of experiencing an assertiveness
 
treatment group influenced attitudes as measured by BEM
 
It was
 (Bem, 1981) of alcoholic women in aftercare.
 
expected that alcoholic women in aftercare who had received
 
assertiveness group treatment with an emphasis on awareness
 
building, practice of assertiveness verbal responses,  and
 
sex-role exploration, would demonstrate a more negative
 
masculinity score on the pre and post test of the BEM (Bem,
 
1981) than a group receiving usual treatment.  The second
 
purpose of the study was to see  if there was any
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relationship between demographic variables and BEM (Bem,
 
1981) test scores among alcoholic women in aftercare
 
receiving usual treatment and alcoholic women in aftercare
 
receiving assertiveness group treatment. The following
 
demographic variables were assessed: age, religiosity,
 
ethnic background, income, marital status, employment
 
history, and time in treatment.
 
Research Question 1
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
pre and post test total score than alcoholic women in
 
aftercare who receive usual treatment?
 
There was no evidence of any significant difference
 
between the change in the total scores for the experimental
 
group and the change for the total scores for the control
 
group across all treatment centers  (p-value = .18).  The
 
standard deviations varied due to difference in size among
 
the groups, and the distribution of scores reflected similar
 
means.  One reason that no overall significant change was
 
reflected in the total scores could be due to the
 
neutralizing effect of a higher feminine score as it relates
 
to the masculine score (Bem, 1981).  For example, as the
 
feminine score shows a more significant change, the
 
masculine score shows less significance. Since the feminine
 
scores showed suggestive results  (p-value =  .0941), the
 
change in masculine scores looked less significant than when
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analyzed separately.
 
Difference in the total BEM (Bem, 1981) change scores
 
between groups could also suggest that in some measure, the
 
control group experienced a valued group experience,
 
especially since the overall scores did not become less
 
feminine and masculine.  At the very least the control group
 
seemed to reflect a baseline  between the pre and the post
 
test regarding their feminine and masculine attitudes.
 
Research Question 2
 
Will alcoholic women in aftercare who receive
 
assertiveness group treatment score differently on the BEM
 
(Bem, 1981) pre and post test masculine score than alcoholic
 
women in aftercare who receive usual treatment?
 
Hypothesis
 
Alcoholic, aftercare women in the experimental group,
 
who have received assertiveness group treatment with an
 
emphasis on awareness building, practice of assertiveness
 
verbal responses, and sex-role exploration, will demonstrate
 
more negative masculinity scores on the BEM (Bem, 1981) pre
 
and post test than the control group.
 
There was strong evidence that the BEM (Bem, 1981)
 
change in the masculine score was significantly different
 
for the experimental group than the BEM (Bem, 1981)
 
masculine score for the control group (p-value = .0045).
 
These findings suggest that among alcoholic women in
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aftercare, assertiveness group treatment, with an emphasis
 
on awareness building, practice of assertiveness verbal
 
responses, and sex-role exploration, can be effective in
 
influencing more assertive attitudes as measured by the Bem
 
(1981). This study concludes, as Shelley (1986) does, that
 
there is a relationship between female alcoholics' attitudes
 
about their sex role identity and their ability to be
 
assertive.  Furthermore, this study similar to Enns (1992)
 
suggestss that how alcoholic women view their sex-roles, can
 
influence their ability to be assertive.  The results
 
suggest like Litman (1986), that how women view their sex-

roles may provide a vehicle for them to work through the
 
issues of recovery in a biased and stigma prone society.
 
Although the assertiveness findings were strongly
 
significant the scope of inference is limited to the five
 
treatment centers represented in this study and to the
 
demographic profiles of the participants.  All of the women
 
were volunteers, mostly European American,  alcohol primary,
 
broad based in religiosity, earning $48,000 or less, in
 
aftercare three or less months, 21-50 years of age, and from
 
all ranges of marital status.
 
Since it can be concluded that among this particular
 
population, assertiveness group treatment is effective in
 
influencing more assertive attitudes, this study provides a
 
base line from which to launch further research. It is
 
recommended that future research expand the base of the
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study by using an entirely different population for the
 
control group such as women confined to prison who are
 
alcoholics, women from varied ethnic backgrounds, and
 
possibly women from age groups that were not reflected in
 
this study. In addition, it would be interesting to compare
 
a group of aftercare women with aftercare men since there
 
has been so little research done on men's attitudes
 
regarding sex roles and addictions.
 
Research Question 3
 
Among alcoholic women in aftercare, will there be a
 
feminine score difference on the BEM (Bem, 1981) pre and
 
post test between the experimental group who has received
 
assertiveness group treatment and the control group who has
 
recieved usual treatment?
 
There was no significant evidence that the BEM (Bem,
 
1981) change in the feminine score was significantly
 
different for the experimental group than the BEM (Bem,
 
1981) feminine score for the control group (p -value =
 
.0941)
  .
 
Although the difference between the experimental BEM
 
(Bem, 1981) change scores and the control BEM (Bem, 1981)
 
change scores is not at the .05 level, it is interesting to
 
note a subtle shift toward more feminine responses in the
 
experimental group.  This data could reflect that
 
assertiveness group treatment did not influence less
 
feminine attitudes while it promoted more assertiveness
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attitudes. The facilitator did not negate participants'
 
currently held attributes of gentleness, kindness, peace
 
making and compromise  tendencies if they were valuable to
 
the participants style of relating.  These results could
 
suggest that not only is assertiveness group treatment
 
helpful in asserting oneself, but it is helpful in
 
maintaining peace making and negotiation skills, since the
 
feminine score increased slightly.  If the feminine score of
 
the experimental group had strongly reflected less feminine
 
attitudes than the control group it could be inferred that
 
although the participants were learning assertiveness
 
skills, they were decreasing peace making and negotiation
 
skills.  The goal of this research was to enhance women's
 
assertiveness awareness, not lesson her stereotypical
 
feminine attributes.  Further research might study more
 
closely the feminine score and its relationship to
 
assertiveness.
 
Demographics
 
Research Question 4
 
Among age groups and alcoholic women in aftercare, will
 
there be a score difference on the BEM (Bem, 1981) pre and
 
post test between the experimental group who has received
 
assertiveness group treatment, and the control group who has
 
received usual treatment?
 
There was no evidence of any significant difference
 
between the individual age category levels and change in the
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total BEM (Bem, 1981) scores for the experimental and
 
control groups? (levels for question 1 p-value = .34).
 
Of the five age categories only three had adequate cell
 
sizes and could be statistically analyzed. The data showed
 
that all subjects except three were between 21-40 years of
 
age and that there was very little difference between the
 
means of the age groups. It appears that among younger and
 
middle aged adults assertiveness group treatment was
 
impactful regarding attitudes toward sex roles.  Due to the
 
lack of representation among older women, it might be
 
benificial to study older alcoholic women's attitudes toward
 
sex roles.  Lack of an older population could imply that
 
older women are more likely to be closet drinkers who avoid
 
treatment, making it more difficult to study further.
 
Research Question 5
 
Among religious groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM (Bem,
 
1981) pre and post test between the experimental group who
 
have received assertiveness group treatment and the control
 
group who has received usual treatment?
 
There was no evidence of a BEM score(Bem, 1981)
 
difference between the experimental and control groups
 
reflecting individual levels for this question (p-value =
 
.32).  Five categories were represented. Category E, Jewish,
 
was thrown out due to no responses.  D, Non-Denominational
 
had The most representation by controls and experimentals,
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while C, Protestant and A, Other, were next most highly
 
represented.  Overall, it appears there was a broad
 
representation among the religious groups surveyed.
 
Interestingly, at no time during the study did any
 
participant express discomfort with what could have been
 
evaluated for some western religions as "non traditional"
 
women's roles.  This could again reflect the structure of
 
the assertiveness group treatment.  Further research might
 
study the relationship between strong religious
 
affiliations, sex role attitudes, and alcoholism, and no
 
religious affiliation, sex role attitudes, and alcoholism.
 
Research Question 6
 
Among ethnic groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM (Bem, 1981) pre
 
and post test between the experimental group who has
 
received assertiveness group treatment, and the control
 
group who received usual treatment?  There was no evidence
 
of any significant difference between the individual ethnic
 
category levels for question three and change in the total
 
BEM (Bem, 1981) scores for the experimental and control
 
groups.  However, most of the study participants were
 
European American, limiting the inferences of the study.
 
Results imply that among mostly European American alcoholic
 
women, assertiveness group treatment can  influence attitudes
 
about sex roles.  Researchers might consider exploring other
 
ethnic groups.
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Research Question 7
 
Among income groups and alcoholic women in aftercare,
 
will there be a score difference on the BEM (Bem, 1981) pre
 
and post test between the experimental group who has
 
received assertiveness group treatment, and the control
 
group who has received usual treatment?
 
There was no evidence of any significant difference
 
between the individual income category levels for question
 
four and change in the total BEM  (Bem, 1981) scores for the
 
experimental and control groups  (p-value  = .23).  Of the
 
categories represented category  A. Under 24,000  reflected
 
the vast majority of responses,  and category B.  24,001­
48,000 reflected most of the other respondents.  All but
 
five subjects fell into category A and B which indicated an
 
income of 48,000 and under.  These findings suggest that
 
alcoholic women who have a household income of 24,000 to
 
48,000 can be positively influenced by assertiveness group
 
treatment. This study cannot make inferences about the
 
possible impact of assertiveness treatment groups on
 
alcoholic women from other income groups.
 
Research Question 8
 
Among marital status and alcoholic women in aftercare,
 
will there be a score difference on the BEM (Bem, 1981) pre
 
and post test between the experimental group who has
 
received assertiveness group treatment, and the control
 
group who has received usual treatment?
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There was no evidence of any significant difference
 
between the individual marital category levels for question
 
five and change in the total BEM (Bem, 1981) scores for the
 
experimental and control groups,  p-value =  .41.  It was
 
interesting to note that the largest marital categories were
 
"Married", and "Divorced". All categories were represented
 
except "Widowed".  Although there is no apparent
 
relationship between this question and the BEM (Bem, 1981)
 
change scores of the pre and post test for both experimental
 
and control groups, it does suggest that participants among
 
all marital categories can be influenced by an assertiveness
 
group treatment.
 
Research Question 9
 
Among employment groups and alcoholic women in
 
aftercare, will there be a score difference on the BEM (Bem,
 
1981) pre and post test between the experimental group who
 
has received assertiveness group treatment and the control
 
group who has received usual treatment?
 
There was no evidence of any significant difference
 
between the individual employment category levels for
 
question six and change in the total BEM (Bem, 1981) scores
 
for the experimental and control groups (p-value = .57).
 
Respondents largely fell into Employed under 6 months,
 
and 6-12 months.  The second largest representation was
 
employed 12-24 months. Interestingly, nine respondents
 
filled in a response of "other".  Since an unemployment
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choice was not represented in question six, the "other"
 
responses may have reflected, in part, an unemployed
 
population.  This "other" category may also reflect
 
participants being between jobs or in transition due to
 
treatment and recovery goals.
 
Research Question 10
 
Among time involvement and alcoholic women in
 
aftercare, will there be a score difference on the BEM (Bem,
 
1981) pre and post test between the experimental group who
 
has received assertiveness group treatment and the control
 
group who has received usual treatment.
 
There was no evidence of any significant difference
 
between the individual time involvement category levels for
 
question seven and change in the total BEM (Bem, 1981)
 
scores for the experimental and control groups (p-value =
 
.71).
 
The results of this question suggest that among most
 
alcoholic women in aftercare for one to three months,
 
assertiveness group treatment is affective in influencing
 
more assertive attitudes.  Most of the study participants
 
had been in aftercare between one and three months.
 
Therefore, future studies might look at the influence of
 
assertiveness group treatment in relationship to alcoholic
 
women one to three months into aftercare treatment compared
 
to women experiencing over 3 months of aftercare treatment.
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Research Question 11
 
Drop Out Participant Results
 
Among female alcoholics in aftercare who completed the
 
BEM (Bern,  1981) pre test and assertiveness treatment group
 
and those who only completed the pretest, is there a BEM
 
(Bem, 1981) score difference between the experimental group
 
and control group?
 
This researcher compared subjects who completed the
 
study to those subjects who failed to complete the study.
 
Strong evidence was found using a 2-sided t-test, which
 
suggested that the subjects who dropped out scored
 
significantly higher on the pre-test total score than those
 
subjects who completed the study [t=2.81, p=.005].  The drop
 
outs scored from 3.3 units to 10.5 units more than the
 
subjects who completed the study [95% confidence interval].
 
There was convincing evidence of a significant difference
 
between the masculine score of the drop-outs and the
 
masculine score of the subjects who completed the study [z­
sided t-test t= -2.92, p=.005].  The drop-outs scored from
 
3.46 units to 19.66 units less than the completed
 
participants [95% confidence interval].  It is interesting
 
to note that the mean of the drop-out change score is higher
 
(63.9) than the completed participants (52.53).  This
 
suggests that the drop outs had significantly higher
 
feminine scores on their pre tests than the completed
 
participants.  These results indicate a higher level of
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passivity as measured by the BEM (Bem, 1981),  (or non-

assertiveness) for subjects who had not completed the study.
 
It is recommended that future research examine whether this
 
treatment protocal is appropriate for those female
 
alcoholics who begin with higher pre test feminine scores.
 
It also would be interesting to compare subjects who
 
complete the group treatment with a pool of pre-test only
 
subjects and compare baseline feminine and masculine scores.
 
It is surprising to note the significant difference  (p
 
= .005) of the masculine mean score among drop-outs  (33.2),
 
and completed subjects (45.06). This data suggests that drop
 
out subjects had lower masculine scores, thus reflecting
 
significantly higher assertiveness attitudes than those who
 
completed the study.  All ten subjects who dropped out
 
demonstrated more initial assertiveness.  This data could
 
reflect that the drop-outs anticipated assertiveness type
 
activities in the treatment being offered perceived
 
themselves as assertive to begin with, and therefore did not
 
wish to participate.  In addition, some may have dropped out
 
after trying one or two groups and evaluating the exercises
 
as too elementary.  Some of these participants also may have
 
initially signed up because they felt assertive already and
 
wanted to have a standard from which to compare to or from
 
which to challenge.  Another explanation is that the ten
 
drop-outs who scored high initially in assertiveness were
 
giving "expected responses", and were wanting to please the
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researcher so they answered items in a way that reflected
 
that intention.  It is recommended that further research be
 
done looking closely at drop-outs and their masculine
 
scores.
 
There was no evidence that the pre-test feminine scores
 
significantly differed between the two groups [2-sided t-

test t=1.14, p=.259].  Only in the overall test score
 
comparison can an influence of the feminine score be seen as
 
it relates to the masculine score.  Group means appeared
 
similar among groups (drop-outs: 54 and completed subjects:
 
48.9)
  .
 
Research Question 12
 
Among female alcoholics in aftercare who dropped out of
 
the study, is there a BEM (Bem, 1981) score difference
 
between the control group drop-outs and the experimental
 
group drop-outs?
 
There was not enough data to perform a reasonable test.
 
However, the means of the control and experimental drop-outs
 
were almost identical, reflecting there was probably not a
 
difference among groups.  This is interesting data and could
 
suggest that anticipation of the study was not limited to
 
just the experimental group but to all entering the study.
 
The lack of difference in drop-out scores between the
 
experimental and control groups could reflect a subjective
 
view from participants that both groups were part of some
 
treatment expectation.  Finally, this data could reflect an
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already high degree of assertiveness and lack of interest in
 
participating in the groups.
 
Normative Comparison to BEM
 
It was interesting to compare the lower pre-test
 
medians of this study with the BEM normative medians
 
obtained from Stanford college students.  The alcohol study
 
participants fell below the BEM normative medians on both
 
feminine and masculine categories, reflecting an
 
undifferentiated rating by Bem (1981).  Kroft & Leichner
 
(1987) and Shelley (1986) also found lower masculine scores
 
and undifferentiated ratings among female alcoholics.
 
This study went beyond Droft and Leichner's (1987) and
 
Shelley (1986) research and not only introduced a new
 
assertiveness treatment program for female alcoholics, but
 
also used the BEM (1981) in a pre and post test manner
 
instead of soley in a pre-test manner.
 
Conclusion
 
This study responded to the call for research on female
 
alcoholism and attitudes toward sex roles (Turnbull, 1989).
 
Professionals have previously expressed concern about the
 
effectiveness of treatment outcomes for female alcoholics.
 
This study was an attempt to provide much neede baseline
 
data for female alcoholics, attitudes towards sex roles, and
 
social stigmas (Litman, 1986).
 
The findings of this study suggest that among alcoholic
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women in aftercare, assertiveness group treatment with an
 
emphasis on women's issues, is effective in influencing more
 
assertive attitudes. In addition, this study provided a link
 
between alcoholic women's attitudes about their sex roles
 
and the influence of assertivenss group treatment on those
 
attitudes. This link is supported by Shelley (1986) who
 
notes the relationship between female alcoholic's attitudes
 
about their sex role identity and their ability to be
 
assertive.  The results of this study also concure with
 
Kroft and Leichner (1987) who found that alcoholic women
 
often reflect more traditional and passive sex roles and are
 
more non assertive.
 
It is suggested that this kind of assertiveness program
 
can be a helpful addition to treatment centers with regard
 
to women's aftercare treatment in Oregon.  It is recommended
 
that these exercises be blended into the early part of
 
aftercare treatment since by nature they are empowering, and
 
involve exercises that attempt to build rapport. This
 
treatment program may assist women in facing some of the
 
harder societal stigmas and stereotypes that Gomberg (1986)
 
suggests promotes hiding and denial.  Furthermore, this
 
program offers an affective tool in helping women see the
 
difference between passivity and aggression, and how they
 
can live productively in a environment biased toward
 
alcoholic women.
 
Blume (1990) has linked assertiveness attitudes with
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addictions.  However, this study has only linked the affect
 
of assertiveness activities on female alcoholic's attitudes.
 
This study does not link assertivness attitudes and the
 
addiction process itself.  Further research into this
 
relationship is suggested.
 
This study also looked at the importance of treatment
 
modes and the structure of the assertiveness activities that
 
acknowledge the influence of larger social pressures and
 
stigmas on female alcoholics. If researchers establish the
 
link between societal bias, addictions, and attitudes
 
regarding sex roles, fear might be defused in treatment, and
 
recovery heightened.  Although, the relationship between the
 
demographic questions and the pre-test and post test BEM
 
(Bem, 1981) change results bore no significance among
 
experimental and control groups, perhaps the real
 
significance of the seven questions lies in the fact that a
 
broad base of women responded favorably to the intervention.
 
For example, no evidence was found that certain types of
 
women couldn't be positively influenced by the assertiveness
 
group treatment.  No single variable excluded the capacity
 
for treatment effect.
 
It is recommended that future researchers replicate
 
this study with different kinds of addicted groups of people
 
who are battling stigmas, and stereotypes that threaten
 
attitudes of confidence and ability to be assertive.  It is
 
also recommended that treatment providers incorporate an
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assertiveness program which addresses women's sex role and
 
assertiveness issues in aftercare treatment.  The reality of
 
economic set backs and lesser funding bases must not dictate
 
the quality of treatment provided tc women.  It is suggested
 
that treatment providers explore creative ways to obtain
 
funding from the private sector, and meet with financial
 
consultants, rather than lesson relevent and specific
 
treatment options for women.
 
This study does not provide direct information as to
 
how well alcoholic women will do in recovery.  However,
 
creating an environment where women feel safe and
 
acknowledged at the onset of treatment might provide the
 
attitudes of confidence that create ongoing productive
 
behavior change and heighten recovery.  Perhaps the results
 
of this study will support an intervention that lights the
 
way in the fight against prejudice and the temptation for
 
treatment providers to ignore the influence of bias and
 
gender stereotypes in recovery.  Helping professionals and
 
treatment providers alike must recognize ways we are all
 
linked and interdependent.  Alcohol addiction is not just an
 
alcoholic woman's problem; It is a societal, political,
 
theological, and family problem.
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A. 
BEM INVENTORY 
Developed by Sandra L. Bern, Ph.D. 
Name  Age  Sex 
Phone No. or Address 
Date  19 
If a student: School  Yr. in Schooi 
If not a student: Occupation 
DIRECTIONS 
On the opposite side of this sheet, you will find listed a number of personality characteristics. We would like you to 
use those characteristics to describe yourself, that is, we would like you to indicate, on a scale from 1 to 7, how 
true of you each of these characteristics is. Please do not leave any characteristic unmarked. 
Example: sly 
Write a 1 if it is never or almost never true that you are sly. 
Write a 2 if it is usually not true that you are sly. 
Write a 3 if it is sometimes but infrequently true that you are sly. 
Write a 4 if it is occasionally true that you are sly. 
Write a 5 if it is often true that you are sly. 
Write a 6 if it is usually true that you are sly. 
Write a 7 if it is always or almost always true that you are sly. 
Thus, if you feel it is sometimes but infrequently true that you are "sly," never or almost never true that you are 
"malicious," always or almost always true that you are "irresponsible," and often true that you are "carefree," 
then you would rate these characteristics as follows: 
Sly  Irresponsible  7
 
Malicious  Carefree 
0 
Consulting Psychologists Press, Inc. 
3803 E. Bayshore Road Palo Alto, CA 94303 
Copyright t. 1978 by Consulting Psychologists Press. Inc. All rights reserved. Duplication of this form by any process s a violation of 
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4	  6 7 
1 2  3 
Usually  Always or Never or  Usually  Sometimes but  Occasionally  Often 
almost almost  not  infrequently  true  true  true 
always true never true  true  true 
Flatterable Defend my own beliefs  Adaptable 
Theatrical Dominant 
Self - sufficient 
Affectionate 
Tender 
Lo al 
Conscientious 
Independent	  Conceited 
Willing to take a stand  Happy Sympathetic 
Individualistic Love children 
Tactful  Soft-spoken 
Moody 
Assertive 
Unpredictable Sensitive to needs of others  Aggressive 
Masculine Gentle Reliable 
Gullible 1 Conventional 
Self-reliant  Solemn 
Strong personality 
Understanding 
Yielding	  Competitive ealous 
Childlike Helpful 
Athletic 
Forceful 
Likable Compassionate 
Ambitious  I Cheerful 
Do not use harsh language 
Truthful 
Have leadership abilities  Unsystematic
 
Sincere
 Eager to soothe hurt feelings	  Analytical
 
Shy
  Act as a leader Secretive 
Feminine Willing to take risks	  Inefficient 
Friendly Make decisions easily Warm 
Clam 
R.S. 
-b  SS oaf. 148 
SCHOOL OF EDUCATION  13. 
College of Homo Economics 
and Education  Do not mark.  For researchers purpose only.
 
Recoded ID#
  Pre  Post
 
DEMOGRAPHIC INFORMATION
 
THE INFORMATION IN THIS SECTION WILL BE USED TO
 
EVALUATE THE DATA BY VARIOUS GROUPS AND WILL
 
NOT BE USED TO IDENTIFY ANY ONE INDIVIDUAL.
 
(Please circle the letter that applies to you)
 
1.	  What is your age? (Circle one letter)
 
A. 21-30
 
B. 30-40
 
C. 40-50
 
D. 50-60
 
OREGON  E. over 60
 
STATE 
UNIVERSITY  2.  What, if any, is your religious preference now? 
(Circle one letter) 
A. none
 
B. Catholic
 
C. Protestant
  Education Hall 108 
D. Non-denominational
  Corvallis. Oregon 
E. Jewish
  473313502 
F. other (Specify
 
3.	  Which one of the following best describes your
 
ethnic background? (Circle one letter)
 
A. American Indian or Alaskan Native
 
B. Asian American or Pacific Islander
 
C. African American
 
D. European American
 
E. Hispanic American
 
F. Other (Specify
 
4.	  What is your typical yearly household income?
 
A. Under $24,000
 
B. 24,001-48,000
 
C. 48,001-62,000
 
D. 62,001-88,000
 
Fax  E. 88,001 and above
 
503.737.2040 
5.	  What is your marital status (Circle one letter)
 
A. Married
 
B. Separated
 
C. Divorced
 
D. Widowed
 
E. Single, never married
 149 
SCHOOL OF EDUCATION 
College of Hnmc Economics 
and Education 
6.  Are you presently employed? 
A. Employed under 6 months 
B. Employed 6-12 months 
C. Employed 12-24 months 
C. Employed 2 or more years 
7.  Which of the following best describes your 
involvement in Serenity Lane aftercare treatment? 
j 
A. Involved less than one month 
B. Involved one to three months 
C. Involved three to six months 
D. Involved more than six months 
OREGON 
STATE 
UNIVERSITY 
Education Hall 108 
Corvallis. Oregon 
9-331.3502 
Fax 
503.737.2040 150 
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INVITATION TO PARTICIPATE IN  RESEARCH AND INFORMED CONSENT
 
Dear Participant:
 
I am conducting a study on a therapeutic group style of
 
counseling which involves participation in three sixty minute
 
To establish if this style is more effective
 group sessions.
 
than another, it is necessary to randomly assign those who are
 
willing to participate into either an aftercare group receiving
 
.
 therapeutic group treatment in place of usual aftercare
 
treatment, or one receiving only usual therapeutic treatment.
 
This project involves procedures which have been approved by
 
the Oregon State University (OSU) Human Subjects Committee and
 
Serenity Lane.  The purpose of the study is to gather data on
 
The data will potentially
 your attitudes regarding behavior.
 
increase the quality of personalized care that alcoholic women
 
receive during aftercare treatment.
 
Some of you will be asked to fill out an attitude survey on
 
your beliefs about behavior,  before an experimental or usual
 
This will take place during the first group
 treatment group.
 
session.  All of you will fill out a question and answer form
 
These
 about these same attitudes at the last group session.
 
There are no right or
 surveys take about 10 minutes to complete.
 
wrong answers. In addition to the attitude survey, you will be
 
asked to fill out a five question demographic sheet answering
 
such questions as age, religion, ethnic background, income and
 
marital status.
 
Please note that your participation is not mandatory.  You
 
are free to decline for any reason,  and return to your ongoing
 
aftercare group.  For those who choose to participate,  the utmost
 
care and professionalism will be observed.
 
Other than my
 Findings of this study will be confidential.
 
direct supervisor Dr. Liz Gray, of the Oregon State University
 
Counselor Education Program, and myself,  there will be no others
 
Data will be
 who have access to participant information.
 
analyzed looking at specific group trends rather than individuil
 
behavior.  You will not put your name on either the pre or
 
However, you will put your Serenity Lane
 post-test instrument.

Identification number that will later be recoded into generic
 
numbers for later statistical analysis.
 
Clients who are interested in being a part of the study will
 
be asked to sign this Informed Consent Form, which explains the
 
study and asks you not to talk to other participants about the
 
At the end of the research project,
 treatment during the study.
 
individuals who did not receive the identified treatment will be
 
offered this opportunity without charge.
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I would like to invite you to consider
 
participating in this study on a voluntary basis.
 
Thank you for taking the time to consider this request.
 
Laurie Roth, Ph.D. Candidate
 
OSU Counselor Education Program
 
758-0671
 
Liz Gray, MSW Ph.D.
 
Associate Professor
 
OSU Counselor Education Program
 
737-5972
 
I agree to attend the three sixty minute group sessions,
 
which are scheduled on three consecutive weeks in place of the
 
Serenity Lane Aftercare sessions.

While participating in this study, I agree not to talk
 
outside of group to other participants about the sessions.
 
I understand I can withdraw from the study at any time.
 
Printed name
 Signature
 
Date:
 I 
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RAW SCORES OF BEM SURVEYS
 
OBS  TRT  PRM  PRF  PRT  POM  POF  POT  CNTR  ID  CHNGM  CHNGF  CHNGT 
1  1  26  60  73  2  2 
2  0  21  30  56  .  1  21  . 
3  0  42  55  59  2  12  .  . 
4  0  40  56  61  .  2  8 
1  24  70  81  1  30 
6  1  35  56  63  2  5 
7  1  37  47  57  0  56 
8  1  49  41  45  3  72  . 
9  0  32  76  79  4  34  .  . 
1  26  49  65  .  4  46  .  .  . 
11  1  15  51  74  14  51  75  1  29  1  0  -1 
12  1  13  58  80  14  60  81  1  28  -1  -2  -1 
13  1  18  31  59  21  29  55  2  6  -3  2  4 
14  0  31  47  61  34  54  63  0  51  -3  -7  -2 
1  33  57  66  35  52  61  2  1  -2  5  5 
16  0  34  58  66  35  59  66  0  50  -1  -1  0 
17  0  30  39  56  38  37  49  2  11  -8  2  7 
18  1  36  41  53  40  44  53  4  47  -4  -3  0 
19  0  33  45  58  40  87  82  3  60  -7  -42  -24 
0  35  43  55  41  51  57  4  33  -6  -8  -2 
21  1  43  73  70  41  65  66  3  67  2  8  4 
22  1  39  45  54  42  35  45  2  3  -3  10  9 
23  0  38  78  77  43  43  50  3  65  -5  35  27 
24  1  42  49  55  43  51  55  0  57  -1  -2  0 
1  48  50  51  45  44  49  0  55  3  6  2 
26  1  47  27  37  46  26  37  2  4  1  1  0 
27  1  46  35  43  46  38  45  4  44  0  -3  -2 
28  0  46  31  40  47  40  45  1  20  -1  -9  -5 
29  1  43  55  58  48  61  59  3  70  -5  -6  -1 
0  47  45  49  50  38  42  2  7  -3  7  7 
31  0  32  56  66  50  57  55  0  49  -18  -1  11 
32  0  43  44  51  51  47  43  3  63  -8  -3  8 
33  1  51  54  52  51  52  51  1  31  0  2  1 
34  0  49  60  57  51  66  60  2  9  -2  -6  -3 
0  45  39  46  52  41  43  2  13  -7  -2  3 
36  0  53  66  59  52  66  59  1  24  1  0  0 
37  1  51  85  73  52  67  60  3  73  -1  18  13 
38  1  50  72  65  52  67  60  4  45  -2  5  5 
39  0  49  39  43  53  42  43  3  66  -4  -3  0 
1  43  44  51  53  52  49  1  27  -10  -8  2 
41  1  51  66  60  53  78  67  3  71  -2  -12  -7 
42  1  43  41  49  54  34  37  3  68  -11  7  12 
43  0  47  30  39  54  35  63  3  61  -7  -5  -24 
44  0  51  32  37  56  33  35  3  62  -5  -1  2 
0  41  54  59  56  56  50  1  26  -15  -2  9 
46  0  48  59  57  56  60  53  1  23  -8  . -1  4 
47  0  51  30  36  56  61  53  2  10  -5  -31  -17 
48  1  52  54  51  56  67  57  3  69  -4  -13  -6 
49  1  54  58  53  57  57  50  0  54  -3  1  3 
0  53  47  46  58  43  40  4  37  -5  4  6 
51  1  62  41  36  58  52  46  1  32  4  -11  -10 
52  0  58  43  40  58  53  47  4  35  0  -10  -7 
53  0  45  46  51  58  57  49  0  48  -13  -11  2 
54  1  61  51  43  62  55  45  4  43  -1  -4  -2 
0  51  38  37  65  36  31  3  64  -14  2  6 
56  0  70  39  29  66  47  37  1  18  4  -8  -8 
57  0  58  49  44  66  51  40  4  36  -8  -2  4 
58  0  62  54  45  66  53  41  1  25  -4  1  4 
59  0  67  47  37  70  49  36  4  38  -3  -2  1 156 
H. 
A Plot to Explore Ceiling Effects 
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